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“White Line” high pressure Dressing Sterilizer equipped for 
heating by direct steam 


EFFICIENT — ECONOMICAL — EASY TO OPERATE —SAFE 


The sub-boiler (or steam generator) is eliminated; steam direct from the 
mains is turned into the jacket of the sterilizer and then led into the steriliz- 
ing chamber, starting the sterilizing process within five minutes. The 
sterilizer is equipped with Pauley air and condensation ejector, steam contro] 
valve, and individual steam trap. 


Write our Engineering Department for data on the latest developments in 
sterilizer design and construction 


SCANLAN-MORRIS COMPANY 


Manufacturers of 


Hospital Furniture, Operating Room Equipment, and 
Sterilizing Apparatus 
Factory & Offices Chicago Display Room 
MADISON, WIS. 411 GARLAND BLDG, 
THE “WHITE LINE” 









































VOLUME V JULY, 1931 NUMBER 7 


The BULLETIN 


of the 


AMERICAN 
HOSPITAL ASSOCIATION 


Incorporated 


A monthly official publication devoted to the 
discussion of Association affairs and to subjects 


of interest to hospitals and allied institutions. 


Board of Editors 


ADA BELLE MCCLEERY, Superintendent, Evanston Hospital, 
Evanston, Ill. 


Asa S. Bacon, Superintendent, Presbyterian Hospital 
Chicago, IIl. 


Bert W. CAtpwe tt, M.D., Executive Secretary 


Cw 


Publication O ffice, 701 S. La Salle St., Chicago 
Editorial and General Offices 


Eighteen East Division Street, Chicago, Illinois 



































The Book 


Page 
EDITORIALS 
MLSE TGREASING -LEAZAROS “OF ILENESS (ooo 6565.5 coos oy ocoaiwe hes bees Deseo 4 
Se TALS UC (A RR a A 5 
Carr MI EINES eco Sicss a hoo. vad ae wels o eae in sto kee wa ee wee ey 8% 6 
ORIGINAL CONTRIBUTIONS 

THE Economics or Hospirart CARE 

C. Rutus Rerem, Ph.D. C:P:A;:, Washington... 6.0.0... ccccccecsecses 7 
THE Four Eras 1n HospiraL DEVELOPMENT 

Bouts rank. MED. ACCS. eas vale so Siac selene. hc C8 ae ees eie é eee ove 14 
THE SALESMAN’S CONTRIBUTION TO HospiTaAL SUCCESS . 

EGG et CARRE oc no oes oat setae Wem Osis ore emis Daa ee 19 
THE HospitaL SERVICE OF THE UNITED STATES VETERANS BUREAU 

ELGG SOOCE ls. FLING) MUMNOIB . 4 sre,.1s clo das bie so ov a siddebee dace ecnes 25 
How Lone SHALL WE Keep PATIENTS’ REcorRDS? 

eae RCRA MAMMA EED oo ¥e5! p cleney wakes e aieti ce oS ews ein elwik 6 oS id Naa e Rah eae 30 
THE SociaAL TREND IN MEDICINE 

Georme hr. Stenmens, “Rac, “WV MIBEE 5 estes cass coke esielc dec eenes adic 38 
Tue Mary Ocpen AVERY CONVALESCENT HospPITAL 

Tweet tt RAEN. RPAUELORTLA OF sic Bis cides oo aa aiaeaad bis diieiacoeee elwadeere 51 
THE OPERATION OF A MuNICIPAL HospitTAL 

eA ET: SON Ths MONE ooo se Kins bros eka wid HRS OS roa Reewied nade Dee eee 56 
MEDICAL SOCIAL SERVICE IN HospPITALs 

adice -raode: “NeW ONBCONBE «5 di s58s dal Sa cane ween oe aR deew ses 68 
ER NEO Ae NE EICEIONG a5 5 20 vp nie vig OOo wo Rew el wih beh ewsilae sc ebieneeeets 71 


RIGHT OF THE GOVERNING Boarp oF A HospitrAL To DETERMINE WHAT 
PRACTITIONERS MAy AND WHAT PRACTITIONERS May Not Use Hospitar 
FACILITIES 

CN ee PRICES ES AOIOCMREG oo ofa cvipscig cui 0-0. 5b xe MONS ERM OOS ANOS 


NurRsInGc EpucaTION AND ITs RELATION TO THE SMALL HOsPITAL 
Adia Pidredwe- RlAgsOn, WISCONSIN. os ivi kiss c cbc cee cecstscieocere 


RELATIONSHIP BETWEEN THE NuRSING CARE. OF THE PATIENT AND THE 
HosPItAL ADMINISTRATION 
EAeTeACe CGA CIStiRy ML BWAUNCOE yoo 5:55 50's < bis.s'n sé celne aoe ee ee ode cece 


eee CUE IC TAOSPTOAL “RSSOCTATION © 655 05.06 ork aes bic Wer bsccenes eves 


HospiraAL OxYGEN 
Lucius R. Wilson, M.D., and W. T. Dawson, M.A., Galveston, Texas.. 


[2] 


79 


86 


93 


98 


100 


QU 


AM 


HO 
AP’ 


PE) 
OF 


AL 











Page 


THe VereraNs Bueeawu Hosrrraz: PROGRAM. . 2... oo occ ctwcccctceussmcoces 111 


PENDING HospitaL LEGISLATION 





Legislative Committee,» American Hospital Association............... 114 
PPE Ys: daha ova cidlaleis.eaporvin ea ceilaler ase 9:9 «5/5 «ale a ao a cima ema grees eens daeerree 125 
BUY SOO od a vt cc wood vs waxdes hoe ee eames aeadeewecumade peewee oon 129 
MONG. TEER ASSOGCEA TIONS sé oss cscwinods cvews eckwen ep alee wageeeeesrens 132 

ANNUAL MEETING OF THE MICHIGAN ASSOCIATION.........0ceeeeeeeeees 132 
ENTRENATIONAL TROSPITAL CONGRESS: 2 06 265. cess ccicceivinn cca dewonseweaee 134 
Tur MINNESOTA FIOSPITAL ASSOCEATION..«. ..<.o6.0 0 édawcc oda gcd cadweneesuc 135 
COMING DERELINGD.' cfiiciiicclecedee gece cots ein temeae by dew sue eee ees 137 
Tue Sourn Daxora Hosprrar ASSOCEATION:. 00)605 ia. csseccs nc levecueeslen 138 
BOSPITAL LIBRARY AND SERVICE BUREAU o..0csissieisecceccneucas 142 
APPLICATIONS. FOR MEMBERSEEP os ics cs scicce oo sind swe encmene eels 144 
Mew BUILDINGS: AND CONSTRUC DIG cocci occcp eden cueueanacdes 148 
SONAL, PREIS. © oc bins diac iia.c sinlsins ono Sejelelee Mae oareinnsl tu eine sleep ee rue wee. 156 
OFFICERS OF THE STATE AND ALLIED ASSOCIATIONS.......... 160 
SLASSIFIED DIRECTORY OF ADVERTISERS. «i<cctccusecseteswveres 174 
PEPHABETICAL LIST OF ADVERTISERS occ. de vcecusvanceeatencess 176 
| Vou. V THE BULLETIN or THE AMERICAN Hospital ASSOCIATION No. 7 


| Editor, Bert W. Catpowett, M.D., Executive Secretary. 
Published monthly at 701 South La Salle St., Chicago, Ill. 
| Executive, Editorial, and Business Offices, AMERICAN Hospitat AssocraTIon, 18 East Division 
St., Chicago, Ill. 
Entered as second class matter March 19, 1930, at post office at Chicago, Illinois, under the 
Act of March 3, 1879. 
Subscription rate, $2.00 a year. (Foreign postage extra.) 








[3} 




















E:D-1I:T-O°R*T:A°L°S 


























THE INCREASING HAZARDS OF ILLNESS 


The surgical world was surprised a few weeks ago when Dr. Dublin 
of the Metropolitan Life Insurance Company called attention to the in- 
creased .mortality rate following appendectomies. The sudden death of 
persons in apparent good health is forcibly brought to our attention 
through the public press and personal information. This increasing mor- 
tality rate is not due to less skillful diagnosis and treatment nor to in- 
different surgery. 

The causal factor is apparent to hospital administrators. There is no 
doubt but that a careful review of hospital mortality rates would confirm 
Dr. Dublin’s findings not only as they apply to appendectomies, but to 
other major surgical operations, and medical cases as well. 


For more than a year past people have consulted their family physicians 
less frequently, due, probably, to prevailing economic conditions. Pathology 
which would have been recognized in its early stages, and would have been 
in many cases remediable, has been neglected until seriously acute condi- 
tions have prevailed and the patient’s resistance to infection has become 
greatly impaired. 

When the patient did consult his physician, his pathology was well ad- 
vanced and he entered the hospital for treatment or operation under 
anything but optimum conditions. Frequently the physician is not con- 
sulted at all and people in the hazardous age of life and apparently in good 
health have died suddenly at their work, on the golf links, or in their 
offices. 

Hospitals in a very large measure are occupied by patients referred to 
them by their staff members and other physicians. For economic. reasons 
patients are trying to cure their physical ills at home when they should 
be under their. physician’s care, and naturally in’ many instances and for 
the same reason some physicians may not be sending their patients to the 
hospitals. The results are disturbing from the standpoint of- individual 
health preservation, and are serious from the standpoint of increasing the 
hazards of illness or operation. The remedy lies in the early and more 
frequent use of the services of his physician by the patient and in prompt 
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EDITORIALS 


hospitalization of the patient by the physician when his condition war- 
rants it. 
—_—_+0«—__ 


THE SELECTION OF INTERNS 


Hospitals should employ unusual diligence in the selection of interns 
who are to serve its patients for the next year. In every instance, appoint- 
ments should be made upon a better basis than upon the mere application 
of the prospective intern. The common practice of many applicants for 
intern appointments is to write to several hospitals and then select the 
hospital that most appeals to them. 

The services of an intern to the patient, as well as to the hospital. is 
next in importance, from a professional standpoint, to the services of the 
staff. The hospital with indifferent intern service accepts many avoid- 
able complaints and the patient frequently suffers from lack of care and 
attention through the negligence of incompetent and indifferent interns. 

In a vast majority of the cases where the intern is attracted to the hos- 
pital by the amount of remuneration attached to the appointment, the 
services are not as satisfactory as compared with those hospitals which 
appoint their interns on merit and give them no remuneration. In the 
former case, the intern looks upon himself, and properly so, as a wage- 
earner and a “time-server.”” In the second place, the intern values him- 
self, and properly so, as a student and as a potential practitioner of medi- 
cine. He values his appointment for the opportunities to study and to 
learn which it offers. 

Hospitals cannot exercise too much care in selecting interns to serve 
their patients. In three instances during the past year, interns making 
application represented themselves as graduates of schools which they did 
not attend. In one instance a graduate of an osteopathic school was 
appointed and served for the greater part of the year before his decep- 
tion was discovered. Interns who are not carefully selected embarrass 
the hospital occasionally by breaking their contracts during the year and 
so conducting themselves professionally and socially as to make necessary 
a revocation of their appointments. 

In considering the applications for intern appointments, the hospital 
can secure full information in connection with the applicant’s past per- 
formance as a student, the school of his graduation, and his relative class 
standing by writing a letter of inquiry to the Council on Medical Educa- 
tion and Licensure of the American Medical Association, and in all 
instances where there is any doubt in connection with the applicant the 
hospital should pursue this policy. 
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THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 
CONVALESCENT HOMES 


One of the most stimulating of all the promises which the future of 
hospitals holds for the patient is the development, both in number and 
in character, of convalescent homes. The time is not far distant when 
these homes can be provided for the care of patients and their treatment 
can continue under hospital supervision and under convalescent condi- 
tions until they are restored to health. 

While the increase in number of convalescent homes is by no means 
satisfactory, the change in the character of these homes from sick board- 
ing houses to real institutions for the intelligent and efficient care of con- 
valescent patients is most gratifying. 

As the value of convalescent care is better understood, the program for 
the construction and operation of convalescent homes will develop sur- 
prisingly. It is one of the major solutions in the reduction of the cost 
of illness. 

The therapeutic value of the convalescent home is in close relation to 
its economic value to the patient. Within the next few years, hospitals 
will continue their active interest in the care of the patient long after his 
discharge from the hospital, and the patient will be afforded an oppor- 
tunity to continue his convalescence after discharge from the hospital 
under competent treatment in our convalescent homes. 


——_—_-¢ @4—_—_——_—— 


Age is a quality of mind; 
If you've left your 

Dreams behind, 

If hope is cold, 

If you no longer look ahead, 
If your ambition’s fires 

Are dead, 

Then you are old! 
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THE ECONOMICS OF HOSPITAL CARE 


By C. Rurus Rorem, Pu.D., C.P.A. 
Committee on the Costs of Medical Care, Washington, D. C. 


T IS NOT MY INTENTION to discuss such detailed management problems 
as purchase of supplies, conservation of food, or leakages in the heat- 
ing or lighting systems. I have no suggestions with regard to such 

details of administration. Hospital superintendents are probably just as 
efficient with regard to these matters as heads of commercial enterprises 
receiving equivalent salaries. 

I wish to direct your attention rather to certain basic characteristics of 
hospital service—aspects which distinguish hospitals from other enter- 
prises and are of interest to patients, physicians, and trustees as well as 
superintendents. Members of the general public often express amazement 
that a hospital not only offers service in high-priced private rooms com- 


parable to those of a first class hotel, but also “passes the hat’’ to balance . 


its annual budget. A partial explanation of this practice may be found in 
the economic aspects of hospital care, which have received but little atten- 
tion to date in the reports or discussions of hospital administrators. 

Let me clear the ground by recognizing certain facts which have been 
given much publicity in the writings on hospital cost. In the first place, 
hospital service is more complete and efficient than ever before—conse- 
quently more expensive. Nevertheless, costs of hospital care probably have 
not risen more rapidly in recent years than prices for other services and 
commodities. In the second place, many patients or friends of patients 
insist upon unnecessary or even luxurious accommodations, regardless of 
their ability to pay. In the third place, hospital bills are but a portion of 
the total cost of an illness requiring hospitalization; other costs include 
payments to physicians, nurses, and domestics during a period when earn- 
ings have been restricted. 

What are some of the distinguishing features of hospital service, and 
what remedies may be applied to reduce confusion when economic and 
administrative problems are discussed? Four aspects will be presented: 
first, the nature of the product itself ; second, capital and current financing ; 
third, technical aspects of production; and fourth, some problems of the 
consumer. In conclusion I will offer two suggestions for improving the 
general economic position of hospital care with respect to human welfare: 
(1) increased utilization of existing facilities; (2) budgeting of the 
demand and payments for hospital service. 

THE PRODUCT—HOSPITAL CARE 
Hospital service is of basic and vital importance to the health and life 
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of both individuals and the community. Both the facilities and the pro- 
fessional care must deal with extreme cases, for the hospital is the point 
of final defense in the struggle for health. Modern hospital service is 
characterized at present by many and complex functions. The hospital is 
no longer merely a place where patients go to bed, to recover or to die. It 
is also a center for the practice of medicine in all its specialties and with 
all the necessary scientific equipment. Moreover, the hospital may be a 
center of instruction for the medical profession, the nursing profession, 
and the public. 

The hospital is at once a hotel, an industrial plant, an educational insti- 
tution, and a haven of refuge for those who are mentally or physically 
distressed. The co-ordination of these activities demands knowledge and 
skill as broad and deep as does the task itself. It demands an understand- 
ing of the part the hospital plays in community life, of the business of 
preventing and caring for illness, and of the technique of managing a 
large and varied personnel and dealing with a clientele that is in large 
" measure abnormal because of sickness in mind or body. 

CAPITAL AND CURRENT FINANCING 

Hospitals differ from industrial or commercial businesses in that most 
of their capital investment is provided on a non-profit basis. The con- 
tributors to hospitals usually expect neither repayment of, nor income on, 
their investment. Of the more than three billion dollars now invested in 
hospital plant and equipment, 91 per cent has been provided through taxa- 
tion or through voluntary contributions to non-profit hospitals. When 
physicians own and operate a hospital, they usually consider it to be an 
adjunct or extension of their practice. They seldom find the investment 
in the hospital facilities to be profitable on a business basis. Consequently 
many owners of private hospitals are willing to turn their plant and equip- 
ment over to non-profit associations at little or no cost, if the association 
will assume all other financial responsibilities. 

Hospital service has been regarded as a public utility. Buildings and 
equipment have been supplied by the public, and rightly so, for the benefits 
of a hospital accrue to everyone, not merely to those patients who find it 
necessary to use the beds or apparatus. All members of a community profit 
by having a hospital available in their midst. Even a very wealthy patient 
cannot provide modern hospital facilities for himself on a moment’s 
notice. Communities as a whole, therefore, have provided plant and 
equipment on a non-profit basis. Hospital patients have been expected to 
pay merely the “operating costs” of hospital care. 

But the patients of American hospitals do not, as a group, pay even the 
total operating costs of the institutions serving them. Most of the federal, 
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state, and local hospitals accept no fees, or but very small fees, from 
patients, the remainder of the support coming through taxation. Even 
the non-governmental hospitals usually accept many patients free, or at 
rates below the proportionate costs of the service; consequently such hos- 
pitals must obtain gifts from cities, endowment funds, or voluntary con- 
tributions to balance theirsannual budgets. 

The public’s construction and maintenance of hospitals implies that hos- 
pital service is essentially a public utility, as necessary to individual and 
community life as the benefits of education, transportation, or communica- 
tion. Where the individual cannot finance his own hospital care, the com- 
munity has done it for him in a more or less satisfactory manner. 

THE TECHNOLOGY OF PRODUCTION 

Hospital costs may be divided into three classes, grouped in terms of 
their relationship to volume of service: fixed charges, readiness-to-serve 
costs, and service costs. 

1. Fixed charges—interest, depreciation, insurance, and taxes. These 
items of cost do not fluctuate materially in total amount, regardless of the 
degree to which plant and equipment are utilized. 

2. Readiness-to-serve costs, such as building upkeep, heat, power, and 
administration. These expenses increase or decrease with the degree to 
which facilities are held in readiness for use. They are not influenced 
greatly by the number of patients accepted or treated. 

3. Service costs, which vary with the number of patients admitted and 
the amount of medical care they receive. They include expenditures for 
food, laundry, supplies, medicines, and certain professional salaries. Even 
some of these service costs do not vary directly with the number of patients 
served. Much food—usually the majority of it—is consumed by employees 
rather than patients. 

The fixed charges for interest and depreciation comprise a large por- 
tion of the expenditures for hospital service. It is well known that hospital 
service, particularly for acute diseases and conditions, requires a capital 
investment ranging from a minimum of about $3,000 per bed to such 
amazing figures as $15,000 or $20,000 per bed. When $5,000 is spent 
to make a hospital bed available for occupancy, it is apparent that this same 
money cannot be spent for some other public or private service. Estimated 
at 6 per cent interest, such an investment withdraws from other purposes 
a minimum of $360 per year, or practically $1.00 per day. Moreover, 
hospitals do not last forever. An average of 5 per cent on the value of 
plant and equipment—$250 per bed per year—is not too great an allowance 
for annual depreciation on the value of the building, the mechanical 
equipment, and the scientific apparatus and instruments. The minimum 
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costs to the public for the services of a hospital with a $5,000 investment 
per bed are therefore about $610 per bed per year, or about $1.75 per bed 
per day. These costs continue even though no beds are used, and their 
total is unchanged with 100 per cent occupancy. When fixed charges are 
related to patient days, the average fixed charge per patient day for such a 
hospital is $2.00 per day at four-fifths capacity, and $2.50 per day at two- 
thirds capacity. The services of plant and equipment entail necessary and 
unavoidable expenditures, which are now being borne by the public. The 
benefits of the service can be most widely enjoyed only when hospital 
facilities are used to a high percentage of capacity. 

In passing it should be mentioned that the investment in plant and equip- 
ment affects the cost of hospital service not only by creating high fixed 
charges for interest and depreciation, but also by influencing the amount 
of direct labor and materials necessary to render the hospital care. The 
arrangement and proportions of the plant and equipment influence the 
number of steps which nurses must take, the amount of fuel and electrical 
power required for heating and lighting, as well as the labor and supplies 
* necessary for cleaning and building maintenance. 

There are many operating expenses which must be incurred regularly if 
a hospital is to be held ready to serve its patients. They include such 
items as salaries and supplies of the administrative office, building upkeep, 
food and dietary costs for the hospital personnel, etc. These expenses are 
not greatly influenced by the number of patients admitted to or treated in 
a hospital. It is impossible to change the hospital personnel with small 
fluctuations in the amount of service, and certainly impossible ever to 
increase or decrease it in direct proportion to the number of patients served. 

The expenses of a hospital which tend to vary directly with patient 
occupancy—service costs—are few in number and relatively small in 
amount. In the last analysis they usually comprise small expenditures for 
medical and surgical supplies, for food, and for additional laundry. Many 
superintendents have said that a one hundred bed hospital can take care of 
either sixty or sixty-five patients at a time for exactly the same total ex- 
penditure. When two-thirds occupancy has been reached in an acute hos- 
pital the additional expenditures often do not exceed one or two dollars 
per day per patient. 

It is apparent from the nature of hospital service, and the few specific 
instances which I have given here, that the unit costs of hospital service 
decrease rapidly as the facilities are utilized to capacity. This applies not 
only to the hospital beds, but also to the scientific instruments and apparatus. 

Equipment in the operating room, laboratories, and x-ray department 
depreciate even more rapidly than do the building and the furniture in the 
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rooms. Patients come and patients go, but the fixed charges and the 
readiness-to-serve costs go on forever. 
PROBLEMS OF THE CONSUMER 

In the popular sense of the term patients never “demand’’ hospital 
service, in the sense that they prefer it to automobiles, clothes, or radios. 
On the other hand, when a patient is in need of hospital care, he demands 
it without delay or regard to price. The service must be bought, else the 
patient may never buy again. Expenditures for hospital service are usually 
compulsory, even though the patient himself may not expect or be able 
to bear the burden. 

In addition to being compulsory, expenditures for hospital service are 
irregular and unanticipated. No one knows exactly when he will require 
hospital care, yet everyone knows that he probably will require it at some 
time. A large group of individuals can do what it is impossible for one 
individual to accomplish. The group can predict approximately the total 
hospital care the members will require during a given period of time, also 
the total expenditures which will be necessary on their behalf. Some 
patients will require services priced at five or ten dollars, others at 
several hundreds of dollars. Some will receive no hospital service. The 
group can budget the amount and costs of hospital care to the entire num- 
ber, but no individual can anticipate the time or amount of an expenditure 
on his own behalf. , 

Hospital service is generally a part of a “high cost” illness. Usually 
hospitalization comes at the end of previous treament, which may have 
involved expenses for physicians and nurses, absence from gainful em- 
ployment, and frequently expenditures for help in the home. A ten-day 
stay in the hospital almost never causes total expenditures of less than $50, 
and as we all know they frequently exceed $100. A study of ten thousand 
cases by Messrs. McNamara and Parker showed average hospital fees 
of $77 in one hundred hospitals in 1929. Such an average is not a stagger- 
ing amount, and if a person could be assured that his hospital bill would 
never exceed this average and would come with regularity, he probably 
could budget for such hospital care. But the hospital bill itself for a 
serious condition requiring major surgery is probably not more than half 
of the total expenditures. Other outlays are required for medical attend- 
ance, and for special nursing. Absence from gainful employment usually 
swells the net economic loss from illness to much higher totals. Moreover, 
no individual can be sure, after he has paid a total hospital and medical 
bill of $300 or $500, that he will not be called upon to do so again in the 
near future. é 

Hospitalized cases, therefore, are not to be considered in the same 
economic class as cases of minor illnesses, during which a patient may 
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continue in a gainful occupation and for which he may from time to time 

pay relatively small fees for professional services or for drugs and medi- 

cines. Every hospitalized illness is an exceptional case, from the stand- 

point of the individual, and the financing of hospital care, therefore, 

cannot be accomplished by the same methods as suffice for simple illnesses. 
SUMMARY AND CONCLUSIONS 

The foregoing remarks may be summarized as follows: Hospital 
service meets an important public need, and is vital to individual and 
community welfare. The administration of the complex and varied ac- 
tivities of a hospital requires skillful and far-sighted management. Up to 
the present time, hospital service has been financed as a public utility, the 
public paying all the fixed charges in the form of interest and depreciation 
as well as contributing to the payment of operating costs. Patients, as a 
group, have never paid the full costs of their hospital services, even though 
individual hospital patients may have done so. Hospital service is a busi- 
ness involving high, fixed charges and readiness-to-serve costs, the burden 
of which can be most widely distributed only through increased utilization 
of facilities. The total of these overhead costs can be reduced in the 
future only through restricted construction of plant and equipment and 
improved co-ordination of separate hospital services. Hospital service is 
expensive to the patient, and is unpredictable in amount. Yet it must be 
provided for individuals regardless of their respective abilities to pay for it. 

What does this all mean to the hospital superintendent and to the general 
public? In the writer’s opinion, there are two main conclusions which 
appear to flow from these facts. The first one is that the pressing need 
in the field of hospital economy is for increased utilization of plant and 
equipment. This objective cannot be achieved by the hospital superin- 
tendent alone.* It requires the co-operation of the general public. When 
a community allows a hospital to be built, it removes such invested funds 
from the control of existing hospitals, making it more difficult for super- 
intendents to raise money to finance their own institutions. Every un- 
necessary investment in hospital plant and equipment limits the oppor- 
tunities for existing hospitals to distribute the cost of their own institutions 
among a larger number of beneficiaries. No hospital should be constructed 
unless it is justified in terms of medical necessity or convenience. Ex- 
penditures for unnecessary plant and equipment are unfair to the general 
public which ultimately pays the bill, to hospital superintendents who 
manage the institution, and to the medical profession which administers 
to the patients. 

If hospital construction is to be restricted to the actual medical needs 
of a community, existing institutions must be co-ordinated in their medical 
services to the public. Co-ordination involves the apportionment of 
patients to available existing facilities in such a way as to utilize all local 
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hospitals to the greatest capacity. Hospitals are not competing organiza- 
tions but co-operative organizations engaged in the common task of caring 
for the medical needs of a group of citizens. Only by recognizing this fact 
can hospital superintendents be saved from unjust criticism in the adminis- 
tration of their institutions and fully discharge their responsibility for 
their use of the community’s funds. 

The second main conclusion I wish to present is as follows: Hospital- 
ized illnesses, because of their irregularity and their relatively high costs, 
can be budgeted by the individual only through some type of insurance. 
Patients as a group do not now pay the total operating costs of hospital 
service (excluding fixed charges). There can be no adequate support 
from patients’ fees until it is possible for individuals to budget the costs 
of their hospital care from year to year. This requirement involves a 
system of group responsibility for hospital care, by which individuals may 
insure the hospital and the medical profession for the payment of their 
medical bills. Just what form this insurance should take is not the imme- 
diate problem, but if the patient of moderate means is ever to be self- 
supporting with regard to hospital care, he must be allowed to budget 
hospital service along with other annual expenditures. 

It never will be possible to predict something which is unpredictable. 
As long as expenditures for hospital service are unknown in advance, 
either as to amount or as to time, there will be confusion and misunder- 
standing in the financing of hospital care, and the cause of the confusion 
will continue to be attributed to the hospital superintendents. 

It is sometimes argued that hospital rates compare favorably with those 
charged in first class hotels. But to a person without sufficient money 
to make use of a first class hotel, such an argument has no appeal. More- 
over, a hospital superintendent cannot limit his admissions, as can a hotel 
manager, to those patients who are able to pay the regular hospital rates. 
If hospital superintendents wish to secure a proper understanding of their 
situation, they must demand the opportunity to give to the public the 
benefits of efficient management and the economies of quantity production 
within their own institutions. They must also insist that a way be provided 
through which hospital service can be sold and delivered to the public at 
reasonable and uniform prices. No business manager of any commercial 
enterprise would accept the responsibility for financial administration if 
he were to be restricted from quantity production on the one hand and 
were compelled to give away a large percentage of his product on the 
other. There is need at the present time for co-ordinated hospital service 
which will insure not only lower production costs through increased utiliza- 
tion of facilities, but also more adequate remuneration for the hospitals 
and the medical profession through a plan of budgeting for individual and 
public needs. 

[13] 
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THE FOUR ERAS IN HOSPITAL 
DEVELOPMENT" 


By Louts Frank, M.D., F.A.C.S. 
Louisville, Kentucky 


T IS A FAR CRY from the Temples of Saturn to the present day hospital 
and yet in a measure the same problems confront us and like efforts 
continue in the desire to attain that perfection we visualize as ideal. 

The character of the hospital has, however, immeasurably changed. 
Beginning as a charity, early in the development of our social system, for 
the refuge of the pauper and of the most indigent, its benefits are to-day 
sought by those of wealth and refinement and of the highest social and 
intellectual status. In fact the measure of community development can 
be estimated by its hospitals as by its schools and churches. How and why 
has this come about? It might be well to trace in a succinct manner the 
development of the modern hospital and the changed concept of the public 
at large with reference thereto. 

Evidence is abundant that the hospital is a very ancient institution. 
The temples of the Greeks and the Egyptians had refuges for the sick in 
connection therewith, and in Egypt particularly the teaching of medicine 
was a closely correlated activity. Clinics were conducted also; in fact the 
close relationship between hospitals and medical teaching is not of recent 
origin but has existed since the beginning of hospitalization and the very 
dawn of medicine: 

The practice of medicine had its beginning in the priesthood, so naturally 
the care of the sick later fell to those good women who dedicated theit 
lives to religion in the various orders of nuns. The institutions them- 
selves became known as Hotels-Dieu, though from the standpoint of the 
character of the occupants they were on the level of the prison and 
reformatory. 

Probably the oldest and most generally noted of hospitals is the Hotel- 
Dieu of Paris, established in 649 by St. Landry, Bishop of Paris. There 
were 1200 beds, of which 486 were single beds, the remainder being of 
five-foot width occupied by from three to six persons, the ill and the dead 
often lying side by side, one-half the occupants with their heads in one 
direction, the other half with their feet in the same direction. The 
mortality was exceedingly high. Of the infants admitted most died. On 
certain occasions two hundred infants have been crowded into eight beds 
—that is, twenty-five to the bed. 

It has been our privilege to visit this hospital upon more than one 


1Read before the Kentucky Hospital Association, Louisville, May 4. 
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occasion and despite its size and location in one of the most beautiful 
cities in the world, one recognized as the center of modern art and culture, 
and notwithstanding the advanced and inspiring teaching of modern medi- 
cine within its walls, its odors are, I am constrained to believe, much the 
same as in years gone by—certainly I could discern no change in the forty 
years between my first and second visit. 

It was here that modern surgery received its first impetus. Here was 
the haunt, as dresser and student, of the great barber surgeon Ambroise 
Paré, the discoverer of the ligature, surgeon to five kings of France, the 
modest, honest surgeon, not given to brag, bluster, publicity, and self- 
exploitation, who said of his work, “I dressed the wound for God to heal.” 
Here again we see medicine and surgery taught in the hospital. Scant 
though the facilities in everything but opportunity for observation—no 
laboratories, no x-ray, no rubber gloves—yet here was recognized the fact 
that hospitals should teach, should be centers for the dissemination of 


medical knowledge and of information in those matters pertaining to ° 


community health. 

Our forebears realized, as we do, or should, that teaching hospitals are 
the best, and so we find in England the teaching ideas carried out in their 
very earliest institutions—St. Bart’s and St. Thomas’. How events move 
in circles!’ Here we are impressing upon the public the advantages of 
century-old practices, just as if we were the ones first to awaken to their 
significance. 

In many ways, however, the hospital retained its character, appearance, 
and practices as handed down from medieval times. There was little 
change as a result of the Renaissance. With the Reformation, the advent 
of Calvin, Henry VIII, and Knox, the care of the sick in those countries 
coming under the influence of these anti-Roman movements was no longer 
left to the Sisterhood but fell into the hands of lay nurses, often repre- 
sentative of the basest and lowest type of womanhood, many old women, 
“always ignorant, usually dirty, often brutal . . . tippling at the brandy 
bottle or indulging in worse irregularities.” They “were especially 
notorious for immoral conduct; sobriety was almost unknown among 
them.” How well Dickens has represented them in Martin Chuzslewit in 
the characters of Sairey Gamp and Betsey Prig. 

One wonders if a certain young lady was influenced by Dickens in 
shocking her family by the expressed desire of going to Salisbury Hos- 
‘something 
like a Protestant Sisterhood, without vows, for women of educated feel- 
ings,” who should take up nursing as a profession. This proposal’ her 
father and mother vetoed in no uncertain fashion, but she was a determined 
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person and ten years later, or, to be exact, on November 4, 1854, ten days 
after the immortal charge of the Light Brigade, there landed at Scutari 
this young woman who was to make the greatest reform, the most radical 
change in hospitals, the world has ever known. The name of Florence 
Nightingale will forever be coupled with human progress as expressed in 
our care of the sick. There have been other influences, but hers was the 
pioneer effort, the most radical, and the most beneficent. 

Strachey says of her, “The saintly, self-sacrificing woman, the delicate 
maiden of high degree who threw aside the pleasures of a life of ease to 
succor the afflicted, the Lady with the Lamp, gliding through the horrors 
of the hospital at Scutari and consecrating with the radiance of her good- 
ness the dying soldier’s couch—the vision is familiar to all. But the 
truth was different. The Miss Nightingale of fact was not as facile fancy 
painted her. She worked in another fashion, and toward another end; 
she moved under the stress of an impetus which finds no place in the 
popular imagination. A Demon possessed her. Now demons, what- 
ever else they may be, are full of interest. And so it happens that in the 
real Miss Nightingale there was more that was interesting than in the 
legendary one; there was also less that was agreeable.” To her the 
Crimean adventure “was a mere incident—scarcely more than a useful 
stepping-stone in her career, It was the fulcrum with which she hoped 
to move the world,” and with it she did move the world. It led in 1859 
to the entire remodeling of England’s largest military hospital. It revo- 
lutionized hospital construction, sanitation, and management. It led in 
1860 to the founding of a school for, and the introduction of, trained 
nurses in St. Thomas’ Hospital in London. ; 

A few words about England’s great military hospital: Going up 
Southampton River across from the Isle of Wight lies Netley and its 
hospital. Up a bit on the other side of the Isle lies New Forest, and it 
was here that this persistent woman finally talked Lord Palmerston into 
revoking the orders of his minister of war and rebuilding Netley after her 
own plans. In the letter to his war minister Lord Palmerston gives ex- 
pression to some ideas which we who are concerned with hospital building 
might very well even to-day keep in mind. He said, “It seems to me 
that at Netley all consideration of what would best tend to the comfort 
and recovery of the patients has been sacrificed to the vanity of the archi- 
tect, whose sole object has been to make a building which should cut a 
dash when looked at from the Southampton River.” 

And so I repeat that to Miss Nightingale more than to any other human 
being or any event—to this extraordinary young woman of no weak 
spirit, but ruthless in her demands on others, firm, persistently fighting 
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her way to the accomplishment of her purpose, do we; you and I, the 
public and my profession, owe a lasting debt of gratitude for not only the 
first change but the most radical in hospital concepts that the world has 
yet known. 

She has so indelibly stamped herself upon hospitals and nursing that 
in many institutions the training school is the outstanding feature and 
one might think the professional side was purely incidental. 

And so ends the second era in our care of the sick. 

A few years later other developments took place which were to 
have an equally marked influence upon our hospitals.. They were 
to be more instrumental than the trained nurse, not only in the 
up-building of our institutions but in the care of the sick, in the 
discoveries and in the tremendous strides the medical professton has 
made in the past forty years. The boon and blessing of anesthesia had 
been given to us even before Miss Nightingale came onto the field. As I 
see it, without Pasteur and the work of Lister we would be where we 
were in the sixties so far as surgery is concerned; in fact the hospital 
as we know it would not be in existence. Semmelweis, and our own 
beloved Holmes, pointed the way to overcome child-bed fever, Pasteur 
blazed the trail and Lister and his pupils have made the road ‘a safe 
thoroughfare. Cleanliness, asepsis, our bacteriologic knowledge, succor 
more lives than the Crimea and all the wars have been able to destroy. 

During my years as a medical student clinics were held in a ‘large 
amphitheater seating, usually, the entire class. In the morning we would 
have a lesson in “soft” anatomy and later on in the day a patient would 
be brought in and operated upon on the same table. At the beginning of 
my intern service in the hospital all the surgical instruments were taken 
care of by the dead house curator and were kept in closets under his 
supervision. On account of the frequency of suppuration and the long 
period over which this extended, jute dressings were used as a means of 
economy. Jute was supposed to have antiseptic powers on account of 
its impregnation with tar, but it was also kept in the dead house. We 
washed our hands in ordinary soap and water before operating, placed 
our instruments in a 1 to 40 carbolic solution, operating in the open 
wards, and preparing our own gauze dressings from cheesecloth bought 
at the dry goods store. Is it to be marveled at that the death rate in 
amputations below the knee was 40 per cent or is it to be wondered at 
that the few patients whose abdomens we opened died as a rule? Rubber 
gloves had not come into fashion and we had great arguments over the 
questions of asepsis and antiseptics. 

The first sterilizer which I saw used for the sterilization of instru- 
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ments and dressings was what was called the Arnold sterilizer and was 
of the same type as that which had come into use for the sterilization 
and pasteurization of milk. 

It was due to Pasteur and Lister and, later, Lawson Tait that we have 
achieved the wonderful advances in surgery with which we are all now 
so familiar, and the advent of aseptic surgery marks, I believe, the third 
great Hospital Era. 

We are now entering the fourth era of the hospital, based upon the 
work of the American College of Surgeons. Their work in the standardi- 
zation of the hospitals of this country is a most remarkable and outstand- 
ing achievement, even though the primary object of such standardization 
has not as yet been accomplished. Hospital staffs, despite all that might 
be said to the contrary, might still in some localities be ‘“‘subjected to 
standardization,” to the great benefit of those requiring hospitalization. 

Personally I do not like the word “standardize.” When institutions or 
people become standardized, character and individuality do not as a rule 

“survive, initiative is destroyed, and persons and things become all of a 
pattern. In the hospital it produces a smug complacency which, becoming 
traditional, creates a sense of satisfaction which is a great bar to progress. 
Traditions are good in their way yet often act as a cloud in obscuring 
vision. Just where the fourth era in hospitals will lead I do not know 
but I am sure that if the hospital has a soul and if it has character, it 
will be to better things. One must not lose sight of the fact that the 
hospital is not an inert thing of brick and stone but should stand for an 
ideal of service. If it fulfills its functions in its community it will radiate 
benefits and advantages in maintaining community health which are in- 
valuable. To me the hospital has four functions: (1) the care of the sick, 
(2) the study of disease, (3) the teaching of those administering to the 
sick, (4) the up-building of community health consciousness. 

If it fulfills these functions it is discharging its obligation to the com- 
munity, to the medical and nursing professions, and to those unfortunates 
who enter its portals for the restoration of health. 
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THE SALESMAN’S CONTRIBUTION TO 
HOSPITAL SUCCESS 


By WILL Ross 
Milwaukee, Wisconsin 

HOSPITAL SUPERINTENDENT recently asked this question: “Can you 

tell me why it is that I get ‘stung’ by soap salesmen oftener than 

by anybody else?” Being something of a Solomon in my own 

right, I pondered the question thoughtfully and finally wrote the lady that 

perhaps the reason was that there were more soap salesmen than any other 
kind. 

I am not prepared to say that the lady was “stung.”” She seems to think 

she was and from her point of view that is all that counts. Soaps, chem- 





Each salesman who comes to you is a representative of an or- 
ganization which is constantly studying the markets to get for you 
the things that you need in standard qualities at the best prices. 
They are as definitely a testing laboratory as the laboratory you 
liave in your hospital, and in many cases have far more extensive 
laboratories than even the largest hospitals. 











icals, and floor materials, however, are products of an exceedingly uncer- 
tain nature. They may work ideally in one place and not at all in another. 
Granting that the salesman should know his product well enough to under- 
stand these varying conditions, there is some room for honest error. 
However, the lady thinks she has been 
typical experience, so if she thinks so, it must be so, for she is a buyer 


stung,” and hers is a reasonably 


and “the buyer is always right.”” That is one of the first axioms drilled 
into a salesman’s head. When he is green and inexperienced he believes 
this; as he gains age and growth he knows better, but he never lets a 
buyer know that he knows better. Buyers, being people, are subject to 
the human habit of making mistakes just as are salesmen, no more and 
no less. 

Is there a common ground on which the buyer and the salesman can 
meet? I believe there is, but in the meeting both need to remember that 
each represents a diametrically opposed school of action. Both need 
to keep at least one eye open. 

To come to an understanding of these two individuals, the buyer and 


1Read before the Minnesota Hospital Association, Duluth, June 22. 
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the seller, we need to analyze them a bit. Let us take them apart and 
see what they’re made of. 

Suppose, by way of taking a lowly beginning, we start with the sales- 
man and work up from there. I have never yet seen a salesman with 
hoofs and horns, though the description hung on some of them by hospital 
folk would warrant looking for these appendages. Generally speaking, 
in the beginning a salesman is a young man or woman—and the field of 
opportunity for women in selling is widening steadily—who is generally 
equipped with at least a high school education. This person has been 
selected because he presumably has a pleasant personality, meets people 
well, supposedly can keep his temper under exasperating conditions, and 
is the type who can keep on working in the face of discouragement, and 
in the face of the monotony, the lonesomeness, and the temptations of the 
road. This type of individual is not hard to pick. There are certain 
individuals who are “salesmen types.” In the beginning he knows very 
little about his line, as a rule. lf he is very young he will demonstrate 
this by making many silly statements at first, in a desire to seem experi- 
enced. If he is a little older, he’ll confess his ignorance. This is a passing 
phase. Generally he learns his line long before he learns how to handle the 
people he is dealing with. Unless he is a particularly brassy young’ man, 
he is likely, during his first few weeks at least, to be a rather badly 
frightened individual. I never expect to live long enough to forget the 
agony I went through in my first month on the road. For some reason 
or other I started out with the obsession that hospital superintendents 
were august, dignified, unapproachable, and exceedingly busy, impatient 
individuals. I had to force myself through the front door of every hos- 
pital, and went in with a prayer that the superintendent would be out. 
Frequently he was—to me at least. I particularly remember the first 
sisters’ hospital I called on. I walked around the place three times—and 
it was a block square—before I scraped up enough nerve to enter. 
Imagine my surprise when the Superior not only greeted me courteously 
but gave me an order. I didn’t sell her anything, she just gave me an 
order. Preachers and nurses and sisters and deaconesses and laymen and 
doctors and all the other professions and individuals that compose that 
very considerable army of hospital superintendents and buyers have to 
be met and understood. It is a long and difficult schooling. 

The sustaining thought which I believe carries the average salesman 
through his testing period is that he is bringing to the hospital informa- 
tion and a service on things they need and want. This is a fact not 





always recognized by the hospital buyer, who is frequently disposed to 
become impatient with the amount of time taken up each day in interview- 
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ing salesmen. When you, the buyer, enter a retail store, it is a voluntary 
action on your part and you enter presumably with a well defined idea 
of what you need (women’s shopping habits not taken into account). 
When the salesman comes to you, you may not have your wants as 
definitely in mind, but the fact remains that he is trying to make it con- 
venient for you to buy the things you need. If all the salesmen in the 
hospital field were wiped off the map for a month or so, you would learn 
to appreciate their convenience to you. The merchandise of the hospital 
world is gathered from the ends of the earth. Surgical instruments from 
little German villages, Yucca splints from the hot deserts of California, 
textiles from widely scattered southern and New England towns, are 
but a few examples of the tremendously diversified lines of products 
that you must buy, made by a variety of manufacturers, large and small, 
good, bad, and indifferent, in large cities and small, in this and in foreign 
countries. If ycu were put to the necessity of seeking out all of these 
sources of supply, your tasks would be magnified endlessly. 

Now, suppose we turn to the hospital buyer, and see what sort of 
person we have to contend with. First of all we find that buyers 
divide themselves into three general groups. The first and smallest is 
the buyer for the very large institution. Here the duties are so complex 
that buying is a specialized job and requires the whole time of one or 
more individuals. In this group you find an individual more like the 
buyer of the commercial field, a person with a good working knowledge 
of the things he buys, with a good grasp of manufacturing processes— 
a student of the profession of buying. Second, the middle-sized hospital 
of from one hundred beds up to three or four hundred beds, where the 
superintendent or business manager combines the supervision and in 
many cases much of the detail of buying. Here you begin to run into 
the divided interests always to be found.where a person is handling 
several jobs, and generally find less technical knowledge of the mer- 
chandise to be purchased and of buying procedures than in the first 
group. Finally, and this comprises by far the largest group, there is the 
superintendent of the hospital of a few beds up to one or two hundred 
beds, to whom buying is but one. part of a rather complex job. This 
person has neither the time nor, in most cases, the inclination to keep 
thoroughly posted on markets and buying technicalities. His or her first 
interest concerns itself with the patient, and rightly so. It is with this 
group that the salesman finds his greatest difficulty in gaining a satis- 
factory hearing. 

Again, hospital buyers divide themselves into as diversified classifica- 
tions as we find in the rhyme of “doctor, lawyer, merchant, chief.” As 
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stated before, included in this field are preachers, nurses, sisters, dea- 
conesses, laymen, doctors, and a scattered group from other professions, 
You must allow that in a heterogeneous grouping of this kind you will 
find all sorts of backgrounds, experience or lack of experience, points of 
view, and opinions. But basically one thing is true of hospital superin- 
tendents and buyers. They are all human beings. Yes, as a salesman, 
after seventeen years of experience, I'll still concede they are human. 
They get up on the right side or the wrong side of the bed mornings, just 
like other people. They have head-aches and back-aches and stomach- 
aches. They develop nerves. They ‘have their periods of exaltation and 
their moments of depression. They develop magnificent grouches, and at 
other times are as happy as a well fed tabby cat. In the main they are 
considerably above the average in education, cultural advantages, and 
breeding. That is the point of distinction between them and the common 
garden variety of human being. 

So, after all, whether we be salesman or superintendent, we are just 
human beings, each trying in his or her own way to make a living as best 
we know how. It just happens our jobs are different, and that is usually a 
matter of accident. But for the grace of God, you might have been a 
salesman, I a superintendent. 

So if you, the superintendents or hospital buyers, will concede for the 
sake of argument that we, the salesmen, are something besides prize 
nuisances, we'll attempt to see whether or not we can do something to 
contribute to the success of your hospital and your work. 

To begin with, let me say that I am no Pollyanna. I’ve been sufficiently 
flea-bitten by experience to know that one must be reasonably cautious in 
transacting business, yet I claim that you can trust the average salesman 
with entire safety. Notice, I did not say all salesmen. I said the average 
salesman. In each case you are entitled to keep your defenses high until 
the salesman has proved himself worthy of your confidence. How are 
you going to judge his worth? First you'll need to discover whether or 
not he is truthful. It takes an exceptional liar to be consistent, and he 
generally tangles himself in his own stories if you give him rope enough. 
In a few trips you'll know whether the salesman is telling you the truth 
or not. Then you'll want to be sure that his buying advice is based on 
your interests at least as much as on self-interest. If he trys to overload 
you, if he pads orders or substitutes inferior goods for those he has sold 
you, he does not warrant your confidence, and is entitled to no courtesy. 

The salesman who is to prove valuable to you will begin to show, after 
a few trips, that he is advising you to the best of his ability, with your 
interests in mind. If prices are going down and he knows it, he certainly 
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will not sell more than your immediate requirements. He will not tell 
you tales of visionary price advances in order to get your order. He knows 
that his success with you depends on giving you at all times honest advice 
and frankness. Unfortunately it must be admitted that not all salesmen 
are honest. There is still a percentage of them who are more interested 
in a quick dollar than in 4 mutually satisfactory deal. The percentage of 
these is presumably no higher than in other walks of life. Because they 
are annoying, however, their importance is magnified, for actually they 
eliminate themselves rather rapidly. 

Perhaps you may ask what the salesman can contribute to you that 
you do not have yourself. Generally speaking, the hospital superintendent 
has come up through the ranks, and knows the various problems of the 
hospital at first hand. Whether it be the laundry or the laboratory, the 
scullery or the surgery, you probably know the practical working points 
of hospital equipment, supplies, linens, foodstuffs, etc., better than does 
the average salesman. His best chance of serving you is in bringing. 
information from the manufacturing viewpoint. It would be a wholesome 
experience for you to be exposed to a copy of a book known to the com- 
mercial buying trade as The Thomas Guide. This is a publication about 
half a foot thick which lists the names and addresses of manufacturers and 
jobbers of every conceivable thing that is made. Hundreds of thousands 
of names are listed, and one might well suppose that it included every 
manufacturer and distributor in the United States, yet the publishers make 
no such claim. They admit and recognize that there are many omissions, 
that perhaps hundreds of manufacturers are not included because of the 
impossibility, in so enormous a field, of complete accuracy. 

For every item that you use 





and let me say here there is probably no 
other business that buys the wide variety of things that the hospital field 
finds necessary for its operation—there are all the way from two or three 
to several hundred, or even thousand, possible sources of supply. You 
might easily suppose, for instance, that one reasonably good-sized factory 
could produce all the safety pins that the world could use, because of the 
present high-speed, enormous-production machines. Yet in fact there are 
a number of very large factories producing nothing but safety pins, or 
in some cases safety pins and common pins. Do you know where they 
are? Probably not, nor is it necessary that you do. The salesman who 
serves you represents a house whose business it is to find the manufacturer 
or manufacturers who make products that fit your requirements to the 
best advantage. That is a phase of business that you can have little idea of. 
Each salesman who comes to you is a representative of an organization 
which is constantly studying the markets to get for you the things that 
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you need in standard qualities at the best prices. They are as definitely a 
testing laboratory as the laboratory you have in your hospital, and in 
many cases have far more extensive laboratories than even the largest 
hospitals. ; 

Again, there are in the hospital field certain types of salesmen for whom 
the word “salesman” is a misnomer. They are, in reality, technical engi- 
neers. These men know the technical features of the equipment or mate- 
rials they sell, and they know their practical application. They should be 
listened to, for they will guard you against costly mistakes. 

Has the salesman any claims on your consideration? I think he has, 
but not too many. Very definitely, he has no right to feel that you have 
to buy from him. No consideration of acquaintance, friendship, or any 
other factor should stand in the way of your being completely free to 
buy wherever and from whomsoever you please, and no salesman has any 
right to resent that fact. Every salesman is entitled, I believe, to a hearing. 
Granting that there may be times when you cannot see a salesman, I believe 
that under ordinary conditions you owe it to yourself no less than to 
him to see him. You owe it to yourself because he may be bringing 
you some information that will profit your hospital. It is equally true that 
he may not, but you cannot afford to take the chance of losing something. 
You owe it to him because he represents a system that is trying to serve 
you conveniently and efficiently. [ waive the grounds of common courtesy 
and rest the case entirely on the consideration that he represents a system 
organized for your benefit. He is entitled to this courtesy of a hearing 
so long as he justifies it by being fair and honest, competent, and con- 
siderate of your time. He needs also to recognize that if you bought from 
everyone you'd quickly go bankrupt. 

The salesman who makes a pest or a nuisance of himself is in the 
category with the dishonest salesman, and for him there is nothing but 
the door. Just as you expect a salesman to keep his cards face up on the 
table, you in turn must treat him with equal consideration. Browbeating 
him or his merchandise, making unfair criticisms of his products, attempt- 
ing to beat down prices below a fair profit margin, intimating that com- 
petitors have granted special concessions not actually granted, are’ some 
of the many practices that throw up a wall of distrust between the buyer 
and the seller. It has been my observation that the most successful buyers 
are those who meet the salesman half way. They always command the 
salesman’s best efforts. They get the benefit of any special offerings that 
he has at a special price. Not every hospital superintendent realizes, but 
all should, to what an extent good buying determines the success of the 
hospital. The wasted dollar has lost its opportunity for service. 


[24] 





th 
ju 


—_ 
<= 


be 
to 


al 
ag 
to 
su 


ea 
at 
ju 


of 
co 
tic 


pr 
an 
an 
in 
su 
an 


rel 


on 
fir 





THE HOSPITAL SERVICE OF THE UNITED 
STATES VETERANS BUREAU 


By HueH#’ Scott, M.D. 


Manager, Veterans Administration, Edward Hines Jr. Center, Hines, Illinois 


WO GENERAL classes ‘of former members of the military forces of 
the United States are, under the law, entitled, subject to certain 
conditions, to hospital care and treatment upon authorization of 
the United States Veterans Bureau: (1) persons whose diseases or in- 
juries have been determined as contracted in or aggravated by military 
service in the World War—the so-called “service-connected cases”; and 
(2) persons who are veterans of the World War or of some other war, 
military occupation, or military expedition in which the United States has 





been engaged, who are suffering from diseases or injuries not attributable 





to such service—the so-called “nonservice-connected cases.” 

Determinations whether disabilities in veterans can with reasonable prob- 
ability be held to have resulted from diseases or injuries contracted in or 
aggravated by military service are liberally made under generous statu- 
tory provisions. Thus, service-connection may be either direct or pre- 
sumptive. Direct service-connection may be granted upon official records 
or other acceptable medical or lay evidence showing the presence of a dis- 
ease or injury during military service; or upon discharge therefrom; or 
at a time subsequent to discharge but sufficiently close thereto, in medical 
judgment, to justify opinion that the stress or privations of military serv- 
ice could reasonably be considered an etiologic factor in the development 
of the condition shown upon physical examination. Presumptive service- 
connection may be granted under the particularly liberal terms of Sec- 
tion 200, World War Veterans’ Act, 1924, as amended, which provide 
that an ex-service man who is shown to have or, if deceased, to have had, 
prior to January 1, 1925, “neuropsychiatric disease, spinal meningitis, 
an active tuberculosis disease, paralysis agitans, encephalitis lethargica, or 
amebic dysentery * * * shall be presumed to have acquired his disability 
in (military) service between April 6, 1917, and July 2, 1921, or to have 
suffered an aggravation of a pre-existing neuropsychiatric disease,” etc. 
This presumption, further, is conclusive for “active tuberculosis disease 
and spinal meningitis” but as to the other enumerated disorders it is 
rebuttable “by clear and convincing evidence.” 

The provisions of the statutes governing the operation of the United 
States Veterans Bureau which authorize free hospitalization for military 
veterans suffering from conditions not attributable to military service was 
first written into the Act of April 20, 1922. This original enactment 
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granted the use of “all hospital facilities under the control and jurisdiction 
of the United States Veterans Bureau for veterans of the Spanish-Ameri- 
can War, the Philippine insurrection, and the Boxer rebellion, suffering 
from neuropsychiatric and tubercular ailments and diseases.” Amended at 
numerous subsequent sessions of the Congress, this provision has been 
progressively amplified so that, as amended in the Act of July 3, 1930, it 
now reads: 

“All hospital facilities under the control and jurisdiction of the 
bureau shall be available for every honorably discharged veteran of 
the Spanish-American War, the Philippine insurrection, the Boxer 
rebellion, or the World War, suffering from neuropsychiatric or 
tubercular ailments and diseases, paralysis agitans, encephalitis leth- 
argica, or amebic dysentery, or the loss of sight of both eyes, regard- 
less of whether such ailments or diseases are due to military service 
or otherwise, including traveling expenses as granted to those receiv- 
ing compensation and hospitalization under this Act. The director 
is further authorized, so far as he shall find that existing government 
facilities permit, to furnish hospitalization, and necessary traveling 
expenses incident to hospitalization, to veterans of any war, military 
occupation, or military expedition, including those women who served 
as Army nurses under contract between April 21, 1898 and Febru- 
ary 2, 1901, and including persons who served overseas as contract 
surgeons of the Army at any time during the Spanish-American War, 
not dishonorably discharged, without regard to the nature or origin 
of their disabilities. Provipep, That any and all laws applicable to 
women who belonged to the Nurse Corps of the Army after Febru- 
ary 2, 1901 shall apply equally to members of the Army Nurse Corps 
who served under contract between April 21, 1898, and February 2, 
1901, including all women who served honorably as nurses, chief 
nurses, or superintendent of said corps in said period; ProvipeED, 
That preference to admission to any government hospital for hos- 
pitalization under the provisions of this subdivision shall be given 
to those veterans who are financially unable to pay for hospitalization 
and their necessary traveling expenses; PROVIDED FURTHER, That 
where a veteran hospitalized under the authority of this subdivision is 
financially unable to supply himself with clothing, he shall also be 
furnished with such clothing as the director may deem necessary; 
PROVIDED FURTHER, That where a veteran entitled to hospitalization 
under this subdivision is suffering with a disease or injury necessitat- 
ing the wearing of a prosthetic appliance and is financially unable to 
supply himself with same, upon an affidavit to that effect the director 
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is hereby authorized to furnish such appliance and to effect necessary 
repairs to the same without cost to the veteran; AND PROVIDED FUR- 
THER, That the pension of a veteran entitled to hospitalization under 
this subdivision shall not be subject to deduction, while such veteran 
is hospitalized in any government hospital, for board, maintenance, or 
any other purpose incident to hospitalization; PROVIDED FURTHER, 
That the Act of May 4, 1898, entitled ‘An Act making appropriations 
for the naval service for the fiscal year ending June 30, 1899, and 
for other purposes,’ the Act of February 28, 1861, as amended by 
the Act of February 2, 1909, relative to the Government Hospital for 
the Insane in the District of Columbia, or any other Act, insofar as 
they are inconsistent with the provisions of this section, be, and they 
are, hereby modified accordingly. 

“In the insular possessions or territories of the United States the 
director is further authorized to furnish hospitalization in other than 
government hospitals. 

“For the purposes of this section, the Spanish-American War shall 
be construed to mean service between April 21, 1898 and July 4, 1902, 
and the term ‘veteran’ shall be deemed to include those persons 
retired or otherwise not dishonorably separated from the active list 
of the Army or Navy.” 

For its beneficiaries suffering from diseases or injuries determined as 
contracted in or aggravated by military service in the World War, the 
Unitéd States Veterans Bureau may authorize care and treatment not 
only in its own hospitals and in other government hospitals, such as those 
of the Army, Navy, Public Health Service, the Department of the Interior 
(St. Elizabeth’s Hospital, Washington, D. C.), and those which are a 
part of the facilities at national homes, but also in civil hospitals. Many 
such civil hospitals throughout the United States are under contract with 
the United States Veterans Bureau to provide care and treatment and 
specified special medical, including laboratory, services for such beneficiaries. 
But except for eligible applicants in the territories and insular possessions, 
and for women beneficiaries within the continental limits of the United 
States, the utilization of civil hospitals is not authorized for applicants 
under Section 202 (10), World War Veterans’ Act, 1924, as amended, 
quoted in the foregoing. Nor is out-patient treatment authorized for such 
applicants, except for those complying with the first sentence of the quoted 
section who may be treated through such out-patient departments as are a 
part of the hospitals and combined hospitals and regional offices of the 
United States Veterans Bureau. 

On June 1, 1931, there were in operation fifty-four United States vet- 
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erans hospitals, ten of which are of the combined hospital and regional 
type. In addition, there were four diagnostic centers, located respec- 
tively in the bureau’s hospitals at Washington, D. C., Hines, Illinois, and 
Palo Alto, California, and in the Cincinnati General. Hospital. A well- 
equipped cancer clinic, with 150 beds, was being conducted at Hines, IIli- 
nois. These fifty-four hospitals have a capacity of 26,227 beds for gen- 
eral medical and surgical, tuberculous, and neuropsychiatric patients, to 
which may be added ‘7,649 hospital beds in national homes, which are now 
a part of the Veterans Administration, as authorized in the Act of July 3, 
1930, providing for consolidation of veterans’ relief agencies. In six 
Army, twelve Navy, and seventeen Marine hospitals, 6,868 beds were 
allocated for occupancy of beneficiaries of the United States Veterans 
Bureau, while in St. Elizabeth’s Hospital, Washington, D. C. (under the 
Department of the Interior), 350 beds were available for hospitalization of 
psychotic veterans. Therefore, as of June 1, 1931, in fifty-four United 
States veterans hospitals and eleven national homes, there were 33,876 
‘beds, and in thirty-six other government hospitals an additional allocation 
of 7,218 more, making a total of 41,094 beds available in all government 
hospitals for beneficiaries of the United States Veterans Administration. 

Approximately, there are four million veterans who, by reason of serv- 
ice in a war, military occupation, or military expedition, are potential 
applicants for hospitalization under the provisions of Section 202 (10), as 
quoted. The average age of the World War veteran is now, nearly thir- 
teen years after the armistice of November 11, 1918, forty years. At the 
close of the fiscal year ending June 30, 1930, of the 30,541 beneficiaries in 
hospitals upon authorization of the United States Veterans Bureau, 21 
per cent were being treated for tuberculosis, 49 per cent for neuropsychi- 
atric disorders, and 30 per cent for general medical and surgical diseases. 
Veterans hospitalized under the provisions of Section 202 (10), World 
War Veterans Act, 1924, as amended, i.e., those suffering from diseases 
or injuries not attributable to military service, constituted 47 per cent of 
the total of 30,541 patients hospitalized as of June 30, 1930. This rela- 
tive percentage of veterans hospitalized for treatment of conditions not 
due to military service has steadily increased for the past six years, and 
may be expected progressively to increase in the future, as eligible appli- 
cants grow older. 

All of the hospitals of the United States Veterans Administration have 
been inspected and approved by the American College of Surgeons. They 
have staffs of attending specialists on a part-time salary or fee basis, as 
well as full-time house staffs of carefully selected physicians, the majority 
of whom had military service in the World War. Through postgraduate 
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schools maintained in the diagnostic centers mentioned, the medical officers 
are kept in touch with the progress of modern medicine. Committed to 
a high standard of medical care and treatment for its beneficiaries, the 
United States Veterans Administration makes every effort to maintain 
that standard. The equipment of its hospitals is of modern, approved 
types. Facilities for radium and deep x-ray therapy are available at 
strategically located points. Clinical and laboratory work are well de- 
veloped ; the preparation and service of table foods and special diets are of 
an exceptionally high type; unusual facilities for the recreation of patients 
are provided; and the results of treatment in United States veterans hos- 
pitals compare favorably with those in the best civil hospitals in the country. 


—-—+ee-— -- 


A Unique Portrait Gallery 


The leading hospital in Milan, Italy, the Ospedale Maggiore, has a 
gallery containing the portraits of five hundred of the more illustrious 
benefactors, dating back to its founding in 1460. The trustees of the 
hospital at that time gave orders to a noted painter, Da Vinci, to execute 
a painting of Francesco I. Sforza, duke of Milan, and of the duchess, 
Maria Bianca Visconti. Since then the practice has been followed almost 
uninterruptedly of having the portraits of the leading benefactors of the 
hospital painted and preserved. 

An interesting ceremony perpetuated by this hospital is the Festival of 
the Padrones. On that day the portraits are taken from the rooms in which 
they are preserved and are hung in the portico of the entrance and all 
around the colonnade of the main building. The main courtyard long ago 
became too small to contain all of the portraits, many of which are now 
hung in the upper loggias of the hospital. 

From the year 1500 to 1600 only a few portraits were added, but in 
1601, as the hospital needed funds, the practice was resumed and any 
person who contributed a legacy or gift amounting to 50,000 lire was 
entitled to have his or her portrait painted by a famous artist of the day 
and preserved in the gallery. It was later arranged that those who gave 
50,000 lire should have only the bust painted and those who gave 100,000 
should be represented life size. 
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HOW LONG SHALL WE KEEP PATIENTS’ 
RECORDS? 


By Asa S. Bacon 
Superintendent, Presbyterian Hospital, Chicago 


nurses’ bedside notes from all its histories up to a certain period. 
After the work was completed a wealthy ex-patient of the hospital 
died. During his hospital stay, several years before, he had made his 
will and directed that part of his estate should go to the hospital. The 
family contested the will and the medical history of the patient became an 
important factor in the suit. As the hospital authorities did not have 
the nurses’ bedside notes in the history it greatly embarrassed them to 
show that there was no undue influence exerted on behalf of the hospital. 
This case and others of a similar nature show that it is desirable to 
keep the histories intact despite the crowding of the filing space. Be- 
cause nearly every hospital in the country is having difficulty in finding 
storage space for its histories, and others must face this problem in the 
future, I made a survey of the situation in December, 1930. In this survey 
I covered sixty hospitals in thirty states and twelve hospitals in foreign 
countries. From the replies received I have prepared a summary which 
shows that hospitals keep their records as follows: 


Tm X HOSPITAL, Owing to crowded filing space, had to discard 


Number of 


hospitals 
Histories kept intact for five years...............eccecees 3 
Histofies kept imtact for ten yeaTs...........ccccceccscess 2 
Histories kept intact for fifteen years................0000 ] 
Histories kept intact for twenty years..................005 2 
Histories kept intact for twenty-five years...............45 1 
Histories kept intact for thirty years..................000- 2 
Histories kept intact for one hundred years and over........ 2 
Mistortes kept intact mdefinitely.............0.cecescecce's 25 
Histories kept intact indefinitely after destroying nurses’ notes 13 
Histories accidentally destroyed by fire................004. 3° 
Histories destroyed previous to 1914.................0008- 1 
Histories stored outside the hospital.................0000 1 
Thinking of discarding nurses’ notes...............eeee0- 3 
Nurses’ notes kept but filed separately..................04. 3 
Nurses’ notes discarded after ten years...............e000- 1 
Nurses’ notes discarded after six years.............000000e 1 
Nurses’ notes discarded after five years...............00008 5 
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Nurses’ notes discarded after three years...............04. 1 
Nurses’ notes discarded after six months.................. 1 
Nurses’ notes destroyed by consent of patient.............. 1 


The opinions expressed regarding the subject of keeping histories intact 
were very interesting and I have copied extracts from some of the letters 
received from superintendents of hospitals all over the United States and 
the foreign countries as representative of the whole. It will be noticed that 
each hospital has its own way of dealing with patients’ histories and that 
not many of them have enough filing space for retaining nurses’ notes 
indefinitely. 

Dr. Y. Tomye, director, investigation department, Central Red Cross 
Hospital, Tokyo, Japan, says: ‘“‘The patients’ records are kept indefinitely 
at our hospital although the nurses’ bedside notes are thrown away.” 

Mr. André Gouachon, secretary, General Hospital Federation of 
France: “The conservation of the medical records is left to the initiative 
of the heads of the services themselves. On certain services one can 
obtain records dating back forty or fifty years. On others the records 
are carried away by the heads of the services at the time they finish 
their services and it is necessary to write to their homes if one needs the 
documents relative to the patients they have treated during their hospital 
practice.” 

Dr. H. Fellgaard, director, Danish State Hospital, Copenhagen, Den- 
mark: ‘The patients’ records with all appendages are kept and bound 
monthly. The nurses do not keep any records at all. These are always 
written by physicians or by the students.” 

Mr. J. Rowse Mitchell, secretary, Chester Royal Infirmary, England: 
“The procedure with patients’ records here is to keep them indefinitely. 
I am inclined to think that notes of cases during the past hundred years 
are interesting and valuable from a historical point of view if from no 
other and should, therefore, be preserved. Medicine and surgery have de- 
veloped amazingly and the growth can be traced in our hospital records.” 

Mr. Arthur Griffiths, secretary, East Suffolk and Ipswich Hospital, 
Ipswich, England: “Patients’ records are filed in alphabetical order with 
a separate file for each doctor. The records remain in these files for three 
or four years. They are then taken off the files and the charts and 
various other notes destroyed, the medical case papers only being re- 
tained for a term of five years. The records referring to ophthalmic cases 
are kept for a further ten years.” 

Mr. Godfrey H. Hamilton, secretary, National Hospital, Queen Square, 
London: “We are in possession of all patients’ records since the founding 
of the hospital in 1859.” 
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Mr. R. H. P. Orde, Central Bureau of Hospital Information, London: 
“At the Royal Victoria Infirmary, Newcastle, all records of in-patients 
have been kept since 1906, when the building was first opened. With re- 
gard to out-patients, records are kept for ten years. At the Leeds General 
Infirmary in-patient record cards are kept for twenty years, clinical bed 
papers for fifty years, and the out-patient record cards and prescription 
papers are kept for twelve years. All in-patient and out-patient records 
are kept separately.”’ 

Dr. Joseph Wirth, medical director, Municipal Hospital, Sachsenhausen, 
Frankfort-on-Maine, Germany: “In relation to the duration of time of 
histories, there is no general rule; each hospital keeps its records for at 
least ten years and most of them longer. The bedside notes of the nurses 
are not kept. The whole question is in need of a general rule. In Austria 
these matters and their enforcement are governed by law.” 

Dr. W. H. Mansholt, director, Gen. Prov. Municipal and University 
Hospital, Groningen, Holland: “Most of the hospitals to whom I have 
made appeal have not existed longer than thirty or forty years. No one, up 
till now, has felt the necessity to destroy part of the records. The majority 
keep also the temperature and other lists, diets, etc., but not the bedside 
notes of the nurses.”’ 

Mr. W. R. Chenoweth, Royal Victoria Hospital, Montreal, Canada: 
“We keep the histories of all patients who have been admitted to the hospi- 
tal since it was opened, which are readily available for reference. The his- 
tories are kept intact, including the nurses’ notes.” 

Dr. George F. Stephens, Winnipeg General Hospital, Winnipeg, Can- 
ada: “We keep our histories indefinitely. The last few years we have 
been detaching nurses’ notes if bulky and storing them separately ; refer- 
ence to them is rarely made.” 

Dr. R. W. Charlton, Johannesburg Hospital, Johannesburg, South 
Africa: “Johannesburg is still a comparatively young hospital, about forty 
years old, and no acute difficulty has been experienced yet, but the habit 1s 
to keep the bed-letters covering the previous ten years at hand, that is, 
available for immediate inspection or return to the wards on the patient’s 
readmission. The remaining bed-letters are stored and can be produced. in 
a quarter of an hour, but this question of storing is becoming acute and it 
is considered that the best procedure would be to destroy the oldest in five 
year batches, that is, after they have been kept for fifty years. It is felt 
that that is a sufficient time for ordinary purposes.” 

Dr. Joseph Turner, director, Mount Sinai Hospital, New York City: 
“Storage of histories is a perpetual problem, As to the nurses’ notes, our 
practice changed about five years ago. Prior to this time nurses’ notes were 
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discarded until their absence militated against the success of a legal defense 
of a member who was sued for malpractice.” 

Mr. L. M. Riley, Wesley Hospital, Wichita, Kansas: “We eliminate 
the nurses’ notes at the end of five years. There is some question as to the 
wisdom of this course. We have a damage suit in court at this time dating 
back to November, 1927, in which the nurses’ notes will be a vital part of 
the evidence and their absence might prejudice the case very materially 
and greatly embarrass the hospital management.” 

Mr. Paul H. Fesler, University Hospitals, University of Minnesota, 
Minneapolis: ‘We keep our histories and are keeping the nurses’ notes. 
However, we are thinking of discarding them eventually. We have found 
it saves a great deal of space to remove all clips and unnecessary material 
from the charts.” 

Dr. Joseph B. Howland, Peter Bent Brigham Hospital, Boston: “We 
do keep our records permanently but in no instance do we file nurses’ 
notes.” 

Mr. F. L. Wordell, Research Hospital, Kansas City: “It is my opinion 
that there is no necessity of keeping records beyond a period when the 
keeping of them is a burden.” 

Dr. Henry Hedden, Methodist Hospital, Memphis, Tennessee: “Occa- 
sionally we have found that the nurses’ notes have been invaluable in set- 
tling disputes, for which reason we continue to file them. Not having been 
compelled to establish an age limit on records I really do not know what 
I would do if I were compelled to begin destroying ancient records.” 

Miss E. Muriel Anscombe, Jewish Hospital, St. Louis: “We usually 
retain histories about three years in the medical library. The others are 
placed in a large room on the ground floor for reference. We do not re- 
tain any of the bedside notes excepting in cases of death, in accidents, and 
in possible court cases, which perhaps minimizes our space considerably.” 

Dr. W. L. Babcock, The Grace Hospital, Detroit: “When the time 
comes records may be dispensed with according to economic or other pe- 
riods. With us it has been suggested that our first destruction of records 
by periods will represent the period between 1888 and 1898. This first 
decade of the hospital antedates the Spanish-American War, and as records 
are still occasionally demanded in cases of Spanish War veterans, it was 
thought best to stop at this time. Twenty years hence it may be the policy 
of the hospital authorities to bring the dispensation down to the World 
War period, or 1917.” 

Mr. E. I. Erickson, Augustana Hospital, Chicago: “It is seldom indeed 
that. nurses’ notes reveal anything of importance for reference. I do not 
believe that I have had to refer to them more than once or twice a year 
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further back than four or five years. However, we have often had re- 
quests for information about patients dating back many years. Within 
the last sixty days we have had occasion to look up records from 1907 
to 1909.” 

Dr. Louis H. Burlingham, Barnes Hospital, St. Louis: “At no time 
has it been the custom to keep the nurses’ notes as part of the patient’s 
record, except in the unusual cases where the doctor in charge asks that 
this be done. As a matter of fact they are not usually withdrawn from the 
record until about six months after the patient has left, as they await the 
inspection of our record-keeper before they are destroyed.” 

Dr. Winford Smith, Johns Hopkins Hospital, Baltimore: “We keep 
our histories. indefinitely. We have for years, however, detached the 
nurses’ notes. They are not filed with the histories, they are filed in a 
separate place. We keep them for five or six years and then destroy them 
after we have passed the period of the statute of limitations.” 

Dr. Edgar A. Bocock, Gallinger Municipal Hospital, Washington, D. C.: 
- “Our practice here is to destroy the nurses’ notes except in medico-legal 
or especially interesting cases, each of which is selected on its own merits. 
A year ago I made a very careful study of this problem, inquiring from 
many leading hospitals throughout the country as to their practice, and 
there seems to be a wide divergence of opinion as to the advisability of 
discarding nurses’ notes. However, since they comprise 50 per cent of the 
completed record we deemed it expedient to adopt the practice of eliminat- 
ing all of those that would hardly offer any reasonable possibility of being 
needed for research or future patients’ benefit.” 

Dr. L. A. Sexton, Hartford Hospital, Hartford, Connecticut: “We 
have never stripped our histories of their nurses’ notes in order to reduce 
the space occupied and we have kept all of each history since the hospital 
started. Personally I do not believe that the reference made to the old 
histories is worth the time and space they occupy.” 

Dr. Frederic A. Washburn, Massachusetts General Hospital, Boston: 
“In the matter of storage of records, we detach the nurses’ notes, keep 
them separately for six months, and then destroy them. The rest of the 
record is kept indefinitely. We still have the records of the first patients 
admitted to the hospital 110 years ago. They do take up a serious amount 
of room but we think they are worth it.” 

Dr. Wann Langston, State University Hospital, Oklahoma City: “In 
“our institution this question is decided for us. The attorney general has 
ruled that the records of this institution are the property of the state and 
that they must be preserved indefinitely, so decidedly that problem is a 
simple one. Just how to store them is the problem in our institution be- 
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cause as you know a great portion of our records are useless and yet it is 
necessary for us to keep them.” 

Mr. G. W. Olson, California Hospital, Los Angeles: “It has not been 
decided whether we are to keep histories and complete records indefinitely. 
My opinion is that they should be kept for the better part of a generation. 
It is of great value to have the clinical record of a person from early youth 
to old age, so that the doctor called upon to give medical attention at any 
period of life may have the benefit of the findings and treatment of pre- 
vious illnesses. Of this we have already seen numerous examples in our 
short experience of nine years. I would say, therefore, that records should 
be saved for at least thirty years and as much longer as the storage facili- 
ties of the hospital may permit.” 

Dr. Stewart Hamilton, Harper Hospital, Detroit: “Several years ago 
we destroyed all charts previous to 1914 because they were of practically 
no value and were filed in an antiquated manner. We have all the charts 
on file since that date, but the ones from 1914 to 1919 are of little value - 
because of their inadequate histories, etc. However, we do have fairly 
frequent requests for these old charts from physicians now treating the 
patients and occasionally for legal purposes in settling estates, wills, ete. 
All charts are kept intact, including the nurses’ notes.” 

Mr. A. E. Hardgrove, City Hospital, Akron, Ohio: “Last year because 
of fire hazard we had to move all our charts and the same question arose 
about which you are now inquiring. At that time we determined to keep 
the charts intact for a period of five years and at the end of five years 
to destroy the nurses’ notes. This time limit was arbitrarily set, since we 
felt that any legal needs would be removed in that time and that the nurses’ 
notes would not be particularly of any other value.” 

Dr. George O’Hanlon, Jersey City Hospital, Jersey City: “We keep 
all of our records indefinitely—in other words, forever, and we find in this 
institution that we are frequently called on for records going back for 
many, many years, so it seems quite necessary to continue storing them.” 

Mr. John M. Smith, Hahnemann Hospital, Philadelphia: “This institu- 
tion was established in 1848 and has kept all of its histories for the past 
forty years, with the exception of private patient histories up to fifteen 
years ago. We have always followed the practice of destroying the nurses’ 
notes at the time the patient is discharged and so far as I am aware we 
have never got into any difficulties because of this, although we have his- 
tories in court every day of the week. The question of how long histories 
should be kept is one which many superintendents answer by straddling 
the fence ; however, the Lankenau Hospital of Philadelphia has a rule that 
they are to be kept twenty years. In this hospital we have no rule but are 
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following the practice that they may be destroyed when the patient would 
have reached one hundred years of age. This may make you smile but it 
is entirely conceivable that a very small baby might be treated in our hos- 
pital for a condition which would have an important bearing on some other 
condition which might arise after the baby had passed the age of ninety.” 

Mr. C. J. Cummings, Tacoma General Hospital, Tacoma, Washington: 
“I am of the opinion that available space should be provided to keep at 
least the necessary records for many years, say twenty-five or thirty. I 
say this because we have many calls for histories prior to 1915 and be- 
cause of the death of the doctor and loss of hospital records we can give 
no information whatever.” 

Dr. E. L. Sanderson, Shreveport Charity Hospital, Shreveport, 
Louisiana: “I rather think we will keep our histories intact and simply 
tie them in bales—each bale representing a year—and store them in some 
place besides the record room, keeping for our active files the histories 
under two years old.” 

Miss Louise H. Thompson, Elliot Community Hospital, Keene, New 
Hampshire: “We file histories in folders and keep them indefinitely. 
The nurses’ notes, however, are detached and we keep them separate, 
filing them in paper envelopes. I do not know whether these will be kept 
indefinitely but think after six or seven years they may be destroyed.” 

Miss Blanche M. Fuller, Nebraska Methodist Episcopal Hospital, 
Omaha: “This is a very troublesome question. We have kept our histories 
indefinitely until the last few years. When I secured from our staff the 
opinion that nurses’ notes on histories need not be kept longer than ten 
years, we sorted them out and retained only the history, laboratory report, 
doctor’s order sheet, temperature sheet, and the progress sheet.” 

Miss Hilda Barr Murphy, Mercy Hospital, Pittsburgh: “Some years 
ago the question of a time limit for keeping records caused considerable 
discussion at a meeting of the staff and the unanimous vote was to keep the 
records indefinitely.” 

Dr. Joseph R. Morrow, Bergen Pines, County Hospital, Ridgewood, 
New Jersey: “We keep the histories intact with the exception of some 
which we abstract for compiling and statistical tabulations and so far as I 
know now we plan to keep them indefinitely. This will become a burden.” 

Miss Carolyn E. Davis, Good Samaritan Hospital, Portland, Oregon: 
“We have all our charts, complete, since 1900. There is no question but 
that we are going to have to give consideration to filing space at a not 
distant date.” 

Mr. H. K. Mohler, Jefferson Hospital, Philadelphia: ‘Sooner or later 
it will be a problem in the hospital and then we will have to make a de- 
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HOW LONG SHALL WE KEEP PATIENTS’ RECORDS? 


cision with regard to the length of time histories should be kept. My own 
feeling is, as long as possible.” 

Mr. James McNee, St. Luke’s Hospital Association, Duluth: “It is 

my opinion that the nurses’ notes could be disposed of after five years. It 
is hard to say how long the rest of the histories should be kept. Some of 
our surgeons are of the opinion that ten years would be plenty.” 
. Mrs. Bessie K. Haskin, R.N., Denver General Hospital, Denver: “The 
question of storage space for patients’ histories I think is certainly one 
that gives all hospital administrators a great deal of thought. However, 
since 1891 we have kept all histories intact.” 

Dr. J. L. McElroy, Medical College of Virginia, Richmond: “We keep 
our histories indefinitely after detaching the nurses’ notes. The question 
of space, of course, is a troublesome one.” 

Mr. Frank Pingree, Latter-Day Saints Hospital, Salt Lake City: “My 
judgment is that after a record is over twenty-five years old or more it 
would not have any special value and should not be kept.” 


Dr. John M. Peters, Rhode Island Hospital, Providence: “We keep all 


of our histories complete and have done so since the hospital first opened.” 

Mr. Robert Jolly, Baptist Hospital, Houston, Texas: “We keep all of 
our patients’ histories indefinitely, but we do not keep the nurses’ bedside 
notes after three years.” 

Mr. J. G. Fraidenburg, Hermann Hospital, Houston, Texas: “I do. not 
think it is at all necessary to keep any more than a complete summary 
sheet on most cases for more than ten years.” 

Dr. J. B. Whittington, City Memorial Hospital, Winston-Salem, North 
Carolina: ‘We do not keep our records intact, but destroy the nurses’ 
notes. I am trying to keep our histories indefinitely.” 

Dr. Stephen S. Brown, Maine General Hospital, Portland: “It is the 
policy of this institution to keep our patients’ records indefinitely.” 

The keeping of proper records is a very important function of any hos- 
pital, large or small, and it is equally important to keep them intact and 
properly filed for future reference. 

It is my purpose to carry this study further by soliciting data from mem- 
bers of the medical staffs of hospitals in various parts of the country, the 
results of which will be reported later. 


———_0e 
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THE SOCIAL TREND IN MEDICINE' 


By Georce F. STepHens, M.D. 
Superintendent, Winnipeg General Hospital, Winnipeg, Canada 


HE SUBJECT under consideration is difficult to discuss—not because 

of lack of information, of which there is no dearth, but because of 

the desirability as well as the necessity of reducing this paper to a 
reasonable length: The more one delves the more one realizes the danger 
of drawing improper conclusions. 


It would be easier to discuss this before a group of-physicians alone or 
a group of lay people alone. One’s attitude in the former case would be 
to state what one’s hearers already know or should know about their own 
side of the case and then emphasize that there is a public demand which, 
while recognizing past services, is prepared to say “Thank you” and pro- 
ceed to work out an entirely different system for the future, if it is not 
worked out for them. In the case of the lay group one would admit that 
the demands along the lines of medical and hospital service are on the 
whole sound, but that these must be worked out through medical authority ; 
that the solution will be extremely difficult; and that any satisfactory sys- 
tem will cost much money. 


Apparently there is considerable interest in what we are doing north of 
“the far flung bottle line” 








the international boundary—and particularly in 
western Canada. It is not greatly different from what you are doing. We 
also are trying experiments, some of which are working well while some 
are still at the trial stage. Some of us have been making an intensive 
study of systems and procedures existing elsewhere in an endeavor to 
determine whether any of these are readily adaptable to our local condi- 
tions ; many of them are not. 


There are a number of phases of social legislation, which involve the 
medical and hospital services to a greater or less extent. Some of them 
are primarily medical ; for example, health insurance on a compulsory basis, 
which is practically state medicine. This is in distinction to the voluntary 
insurance provided for by fraternal and benevolent societies. Closely con- 
nected with this, though non-contributory as far as the individual is con- 
cerned, are the municipal doctor, the public health officer, and the new 
health units. Municipal hospitals and university hospitals are a form of 
state medicine. So also are the traveling clinic, the free sanatorium, and 
the free venereal clinic, whether or not under state control. Other forms 
of social industrial legislation indirectly involving medical service and the 


1Read before the Minnesota Hospital Association, Duluth, June 22, 
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hospitals are compensation acts, the “old age pension,” “mothers’ allow- 
ance,” “child welfare,” and ‘“‘maternity benefits.” 
I propose to deal with only a few of these. 
HEALTH INSURANCE 
As a preface I would say that I am not advocating anything. I have 
no definite recommendation leading to the cure of existing evils. I am 
mercly bringing to your attention some facts—a résumé of certain sys- 





tems which are working 
the future will bring forth. 
A great deal has been published, particularly in recent years, both on 


and in some cases my personal opinion on what 


this continent and abroad, on the cost of medical care. It should be clearly 
understood that practically all schemes, in Europe or in any of the newer 
countries where health insurance is in effect, are based on provision for 
the wage-earner, or those in the lower brackets of income, wko are ordi- 
narily self-sustaining. On this continent practically all the articles pub- 
lished in the lay press, and their number is legion, have been on behalf of 
people described as “those of moderate means.” The two groups are not 
necessarily comparable. The solution of the problem for one is not neces- 
sarily the solution for the other. 

According to the International Labor Office, Geneva, several recent 
laws have definitely gone beyond the limits of the wage-earning class, and 
have taken as the essential criterion for the determination of their scope 
the annual income of the individual. Thus they have made insurance com- 
pulsory for workers, or for all persons of small means (popular insur- 
ance). 

In a study of the feasibility of a contributory health insurance scheme 
for Manitoba made by E. S. Moorhead, the history of health insurance 
was reviewed and the various methods studied, from the condition in Rus- 
sia, where all contributions are made by the employer, to that in Roumania, 
where the employee pays all premiums. 

In many of the newer countries the state assumes the whole responsi- 
bility, the employer and the employee making their contribution through 
indirect taxation. In the older countries the employer, employee, and the 
state contribute certain fixed sums per week. This holds good in highly 
industrial communities where deductions can be made directly fro.n the 
payroll. In farming communities it is less effective. It is based on steady 
employment with an actuarial allowance for unemployed periods. All 
actuarial figures have been upset by the recent world-wide wave of unem- 
ployment. It presupposes a reasonable fixity of residence, a condition 
which newer countries do not have, and it presupposes uniform legislation 
throughout the country. This, with the varying provincial or state acts, 
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is not found in North America. It does not make any provision for the 
individual not on a wage, who may be just as much in need of medical as- 
sistance and subsistence during illness as an employee. 


The cost of collection under any compulsory scheme for the various 
groups in Manitoba which should be eligible would be upwards of 50 per 
cent. In a sparsely settled district, where the population is not sufficient 
to maintain a doctor, state subsidy would be required, as in certain parts of 
Scotland, the higher altitudes of Switzerland, and the thinly populated 
district of South Africa. These subsidies may be in the form of salaries, 
grants, or official appointments, carrying emoluments with them. The 
industrial worker has a pay day weekly or fortnightly—the farmer, as a 
rule, has one grand pay day a year. 


One particular advantage in this form of subsidized medical service 
would be the incentive, on the part of the doctor, to prevent illness, as 
his pay is fixed and it is less trouble to look after a well man than a sick 

man. 


In Europe, where most of the countries now have some form of state 
insurance, with the exception of Denmark, all are on a compulsory basis 
and the general consensus appears to be that a voluntary system is im- 
practicable. It must, of course, be recognized that these countries are 
densely populated, and most of them are highly industrialized. 

The International Labor Office in Geneva, referring to agriculture in its 
studies and reports on compulsory insurance, says: “Agriculture has been 
penetrated less rapidly by compulsory sickness insurance than industry or 
commerce. For a long time insurance seemed less necessary by reason of 
the patriarchal character of the relation existing between the employer 
and the worker in agriculture. It seemed more difficult to organize on ac- 
count of the sparseness of the agricultural population. It may be also 
that insurance was called for less energetically by the trade unions of ag- 
ricultural workers, which were in their infancy and often weak, especially 
in countries where small proprietorship is prevalent. Within the last 
thirty years, however, the situation of agricultural wage-earners has al- 
tered rapidly; the relations between employer and workers are losing their 
family character; trade union organization is growing stronger; the need 
for social protection is becoming clearer; and insurance, as it brings about 
an improvement in living conditions, offers a means of retaining on the 
land a labor force which is being reduced by the attraction of industrial 
centers.” 


The system in Great Britain, while it may have defects despite the many 
changes which have been made since it first came into operation, has re- 
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sulted in better financial returns to the physician participating than under 
the previous voluntary or unorganized method. 

While the British scheme at present provides no benefits to the families 
and dependents of beneficiaries, the British Medical Association has pub- 
lished (1930) the details of its proposals for an enlargement of the 
present arrangement. 

This is the result of prolonged study of various aspects of the question 
and is submitted as a coherent and inclusive scheme of medical service, 
based on a few simple principles, which will provide a service available for 
every class of the population and will be comprehensive enough to cover 
the whole field of preventive and curative medicine. 

It is presented to the public for criticism. It has the advantage over a 
great many other schemes in having the whole-hearted support of the 
medical profession. 

Briefly it will provide: 

1. Every kind of service which may be necessary for the prevention _ 
and cure of disease and for the promotion of full mental and physical 
efficiency. Any satisfactory service must be directed to the prevention of 
disease no less than to the relief of individual sufferers. This gives definite 
denial to the old saying that doctors who are paid while they attend illness 
are not likely to take an active interest in the prevention of diseases out 
of which they make their living. 

2. “That the medical service of the community must be based on the 
provision for every individual of a general practitioner or family doctor.” 
The public must recognize, as the medical profession does, that the family 
doctor is the foundation of any complete and efficient medical service. 
They feel that the tendency of the public to short-circuit the family doctor 
is foolish, uneconomic, bad for the patient, and bad for the medical pro- 
fession. 

3. “That a consultant service, and all necessary specialists, and auxiliary 
forms of diagnosis and treatment should be available for the individual 
patient, normally through the agency of the family doctor.” They recog- 
nize the function of the consultant and specialist, but distinguish between 
them, in that the consultant need not necessarily be in any narrow sense a 
specialist. 

Diagnostic aids and aids to treatment are also supplied, covering a com- 
plete diagnostic and treatment service. 

While it is intended that every member of the community will have 
access to a complete medical service the plan does not even suggest that 
this shall be free or wholly state-subsidized. There are four main groups 
comprising the population : 
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1. Those who (and these include the average citizen) desire to pay for 
their own medical attendance and hospital care and pay direct. 

2. Those who are able to pay for home or office care, but will have to 
he aided by insurance for institutional treatment. 

3. Those who will get home and office care through naticnal insurance 
on a contributory basis somewhat like the panel system at present. 

4. There is always the group for whom the whole service must be 
provided without any charge to themselves. 

The management and control of the purely professional side of the 
work and the discipline of the doctors connected with it should be intrusted 
to the medical profession itself. Experience has shown that the interests 
of the public are best served when this is done. 

Every form of medical practice, among all groups, should be carried out 
under conditions as nearly as possible resembling those existing in private 
practice. 

Institutional treatment is provided for along corresponding lines. 

‘There are the same four categories, ranging from those who prefer 
private hospitals and nursing homes to those who cannot afford to make 
any payment. 

A national system for the payment of hospital service would be desirable, 
but if this is not feasible satisfactory hospital contributory schemes, such 
as now exist in many areas, might be utilized. 

Following out the original basis of this scheme, that is, the provision of 
a family doctor for every individual, it will necessarily follow that the 
family doctor must have access to the hospital where he may treat his 
patient. This is in effect at present in the small cottage hospitals, but will 
involve an extensive change in the staffs of the general and special hospitals. 

Instead of these institutions being recognized, as originally intended, as 
being for the “sick poor,” there is a changing attitude as it is becoming 
more and more realized that the sole criterion of admission must be not 
the financial condition, but the medical needs of the patients. It may 
be anticipated, in the future, that hospitals will be used by all classes— 
those who pay directly, those who pay indirectly, through insurance, and 
those for whom the community must provide. If admission to a hospital 
is based on the medical condition alone then it follows that the medical 
staff should not be expected to give their services as a charity. The staffs 
must be paid, not at ordinary commercial rates, but according to some 
recognized schedule to be worked out. If specialist work is all paid for 
the scale of fees for outside work might be expected to diminish. 

Australia is well organized on a voluntary basis through friendly socie- 
ties founded along the lines so long established in Great Britain, but to-day 
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the profession is engaged in a bitter fight to secure adeyuate remuneration 
for the doctors employed by those societies. 

The friendly societies have a membership of half a million, and, 
because they also provide benefits for members’ dependents, affect per- 
haps one-third of the pepulation. Applicants for membership must be 
medically examined and certified sound in health. The maximum rate of 
benefit is fixed by statute in each state. 

The services to be given by the doctor are only such as can be per- 
formed by a general practitioner, specialists’ services being a matter of 
private arrangement. 

The doctor is remunerated on the basis of an agreed contract rate per 
member per quarter, whether the member or his dependents receive treat- 
ment or not. The rate varies according to the district and whether urban 
or rural. 

The Australian Commission in its final report recommended for insur- 
ance against casual sickness, invalidity, old-age, and maternity that the 
payment of each benefit should be separated from the provision of medical 
benefits, the former being provided through a‘naticnal insurance fund, and 
the latter co-ordinated with the public health services. 

In New Zealand sickness insurance is provided for the workers by their 
friendly societies. In 1924 the membership represented 6.7 per cent of 
the population. These societies provide sickness. benefit, funeral benefit, 
and medical attendance for the members or their dependents. 

In South Africa at present protection is afforded only through friendly 
societies, and it would appear that very little progress has been made. In 
1926, the Union of South Africa appointed a Commission on Old-age Pen- 
sions and National Insurance. 

In their final report made in 1928, the commission recommended “com- 
pulsory insurance against the risk of sickness applicable to workers in the 
industrial areas of South Africa.” 

Some of the western provinces of Canada have been seriously inquiring 
into this subject. 

In British Columbia the system of health insurance proposed calls for 
full medical benefit for all wage-earners with incomes less than $3,000 per 
year and their dependents. The cost of medical benefit would be borne, 
two-fifths by the employer, two-fifths by the employee, and one-fifth by 
the state. This works out at a monthly contribution of one dollar by the 
employee, one dollar by the employer, and fifty cents by the state. This 
amount is sufficient to provide medical treatment and in addition pay sick- 
ness benefit of two-thirds of the regulation wage for the period of sickness 
after a three-day waiting period. 
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No health insurance bill has yet been introduced, but there is much public 
opinion in favor of it. 

THE COMMISSION REPORT 

“Our investigations thus far convince us that there is justification and a 
general demand for the introduction in British Columbia of an eco- 
nomically sound and equitable public health insurance plan, in the interests 
of the majority of provincial workers, of provincial industries, and of the 
state—in the more effectual safeguarding and preservation of communal 
health, the more rational distribution of sickness costs, and the scientific 
reduction of such charges to the government, to employers, and to indi- 
vidual citizens.” 

Here are some additional extracts from the findings of the Medical As- 
sociation, which have a watching brief on the question. 

“It has been realized that there is a demand, chiefly on the part of the 
wage earning class and the men of moderate means, for the inauguration 
of some scheme whereby the cost of illness may be more evenly distributed. 
The cost of medical care in its fullest modern form is an excessive burden 
to the working man. . . . These methods of diagnosis and treatment . . . 
should be available to all. . . . There is no adequate system for preven- 
tion of disease. . . . The medical profession would support and endorse 
any system which would improve the health of the community, lessen 
disease, and prevent illness as far as this can be done. . . . The scope 
should be complete, including hospital, specialists, nursing, modern meth- 
ods of diagnosis, and treatment of all kinds necessary . . . and should 
include the family. The scheme should include an adequate system of 
preventive medicine under full time workers, doctors and nurses, whose 
work would not include therapeutics and diagnosis. . . . The doctor 
should be paid for the work done on the basis of a fee list. . . . There 
should be free choice of physician. The scheme should be administered 
under a board, and lodges, benevolent societies, etc. should be absolutely 
barred as carriers under the Act . és 

The report of the inquiry into systems of state medicine ordered by the 
Alberta legislature in 1928 says: 

“The provision of a state medical service for the province has different 
phases for urban and rural areas. In the former the system of health 
insurance as proposed in British Columbia and in certain of the United 
States is feasible. In the rural districts a system of medical service which 
combines the present municipal hospitals with municipal physicians is ap- 
parently workable at reasonable cost.” 

The question of federal versus provincial rights presents a difficulty simi- 
lar to that existing in the United States. 
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The Trades and Labour Congress of Canada holds the view that all 
social legislation of the nature now being dealt with should be of a federal 
character, as otherwise many workers are denied its benefits because of 
the difficulty of establishing the requisite provincial residence qualifications, 
owing to the transitory nature of their employment. 

In the report, presented June 1, 1928, of the Canadian Parliament’s Se- 
lected Standing Committee on Industrial and International Relations a 
recommendation, later concurred in by the government and adopted by 
the House, reads: 

“That the evidence of the Justice Department makes it clear that the 
responsibility for such legislation (the reference being, among others, to 
sickness insurance) rests on the provincial authorities, it being within their 
jurisdiction under the provisions of the ‘British North America Act’; but 
that it would be within the power of Parliament to contribute by grant 
to such provinces as adopted such legislation, following the precedents 
set in the matters of technical education, highway construction, and, moré 
recently, the ‘Old-age Pension Act’.” 

The adoption of the report of this federal committee and the attitude 
of the Dominion government during its sessions may be fairly condensed 
in the conclusion that, while a system of state health insurance should 
properly be national, the provisions of constitutional law are such that 
action bringing such insurance laws into effect must be provincial; but the 
Dominion, accepting its moral obligations, will consider assistance by 
grants, 

The United States and Canada are the outstanding civilized countries 
which have not some such system in force. 

“Whether we like it or not, whether we are prepared for it or not, and 
whether we resist it or not, I believe that we are going to have some 
organized form of health insurance or state medicine and we shall only be 
making a virtue out of a necessity by co-operating in the formation of a 
suitable scheme.” 

THE MUNICIPAL DOCTOR 

In some of the provinces of Canada the municipal doctor is established. 

In Alberta statutory provision is made for their appointment. In un- 
organized districts, eleven physicians are under contract with the depart- 
ment of health to provide medical service to indigents and to perform the 
duties of health officer. A contract is entered into with the physician in 
the district, providing for the treatment of patients and control of con- 
tagious diseases. The physician is paid according to the number of such 
unorganized districts served. 

In Saskatchewan permissive legislation has been enacted whereby a rural 
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municipal council may submit a by-law to be voted on by the electors, em- 
powering them to engage the services of a physician at a salary not to 
exceed $5,000 per annum. 

A municipal council has also the power to give a grant or bonus to a 
doctor up to $1,500 per year as an inducement to such practitioner to 
reside and practice his profession within the municipality, the primary 
purpcse being to insure that medical service is within reasonable distance 
of those concerned. Some thirteen municipalities pay grants varying 
from $900 to $1,500 a year. 

In Manitoba provision is made in the Municipal Act of the province for 
the employment of a municipal doctor at a salary not to exceed $5,000. 

It has been found that: 

1. The position ci the rural practitioner is not improving, but rather 
the reverse, making him more and more responsive to the suggestion of 
greater security of income through contract practice. 

2. The opinion has been expressed that while unfortunately the doctor’s 
_bill is usually the last to receive consideration, taxes are being collected, 
and through the taxes the doctor’s fees might more readily be secured. 

3. If something definite were assured to the rural practitioner in the 
way of remuneration for services rendered, he might be encouraged to 
carry on. 

_ 4. Medical service areas are being established to be managed by the 
municipality where its boundaries coincide with those of the area; where 
these do not coincide or where two or more municipalities are involved to 
be managed, then by a board on which each municipality concerned is 
represented. 

THE REPORT OF THE MEDICAL ASSOCIATION OF ONE PROVINCE 

It cannot be questioned that there is a need for some system whereby the 
medical services in the province, both rural and urban, can be made avail- 
able to the population as a whole. There is at present a more or less 
haphazard distribution of these services and a demand for them which is 
not entirely being met. 

Hospital aid in Canada is a provincial matter and not subject to federal 
jurisdiction. Each province passes its own legislation; most of them make 
statutory provision for aid to hospitals. Legislation is based on the 
premise that it is the responsibility of the municipality to provide for the 
hospital care of its sick, so that none will be barred through inability to pay. 

Legislation in each province differs in detail as to the amount paid and 
whether aid is for indigents or for all classes. Such legislation is socializa- 
tion in that it implies the right of the individual to hospital care and the 
statutory responsibility of the state to pay. The error is that the rates 
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fixed are arbitrary and not necessarily based on cost. No provision is 
made for medical fees. My contention has always been that if such hospi- 
tal care is accepted as a community responsibility the full cost should be 
paid. 

A recent report of the Royal Commission of Ontario for 1930 is of 
interest not for the new ideas that it contains but because there are here 
stated by an authoritative commission many of those opinions with which 
most of us will agree, but which have not heretofore appeared as official 
recommendations. 

The commission considers that public or non-pay patients in general 
hospitals should be a complete charge on public funds and that this prin- 
ciple should be fully recognized and adopted. It recommends that legisla- 
tion provide that the cost of non-pay patients in general hospitals be met 
fully by public money on the basis of one-fourth from the government and 
three-fourths from the municipalities from which the patients come. 

A standard system of book-keeping and accounting should be made 
compulsory, so that accurate costs could be determined for each class of 
service. Public grants to hospitals would thus vary in almost all cases, but 
each hospital would get justice and so would the province and the 
municipalities. 

There is an unusual recommendation, covering four types of wards: 
public wards, for non-pay patients only; semi-public wards, for patients 
of limited means desiring to pay their own way and at a cost not exceeding 
the cost per day charged for the public ward patients; semi-private wards, 
which shall not be more than one dollar a day in excess of the semi- 
public charge; private wards, at a range of rates suitable to the demands 
of the community. 

The recommendaticn on graduate nursing may meet with objection 
from nursing associations. It is— 

That special nurses be available for the semi-public and semi-private 
patients at a rate at which the hospital pays for permanent staff nurses, 
either as “specials,” or on a group basis. 

The most significant feature of the whole report, as it pertains to hospi- 
tals, is the recommendation in the first paragraph—that the full cost of 
medical care of the public ward patients should be borne by the taxpayer 
and by inference that private ward profits should not be called upon to 
offset losses on the public ward service. 

Unfortunately, and no doubt due in a large measure to the economic 
depression, very few of these recommendations have as yet been incor- 
porated into legislation. It is hoped and expected by those in Ontario who 
are interested that they will gradually be adopted. 
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SPECIAL FEATURES 

Alberta—rural population 60 per cent—There are twenty-two municipal 
hospitals providing accommodation for 622 patients, and serving almost 
one-half of the rural population. The Municipal Hospital district is es- 
tablished by the Minister of Health on petition of municipal councils or of 
10 per cent of the ratepayers residing in the territory included in the hospi- 
tal district. 

The traveling clinic, for physical and dental examination, minor surgery, 
and dentistry, is an outstanding work of a special nature. 

In 1928 the Sexual Sterilization Act was passed, with the following 
restriction : 

“Such operation shall not be performed unless the inmate, if in the 
opinion of the board he is capable of giving consent, has consented 
thereto, or where the board is of the opinion that the inmate is not 
capable of: giving such consent, the husband or wife of the inmate, or 
the parent or guardian of the inmate if he is unmarried, has consented 
thereto, or where the inmate has no husband, wife, parent, or guardian 
resident in the province, the Minister has consented thereto.” 

Since 1926 legislation has been in effect in Alberta governing the use 
of the term “specialist” by members of the medical and dental profes- 
sions. This legislation provides that no person shall advertise or hold 
himself out to the public as a specialist or as being specially qualified in 
any branch of practice without having received from the registrar of the 
University of Alberta a certificate of having complied with such condi- 
tions as may be prescribed by the senate of the university. The said condi- 
tions may be based either upon the possession of certain diplomas or other 
professional qualifications, or upon compliance with prescribed tests by 
way of examination or otherwise. 

Saskatchewan—rural population 75 per cent.—There are sixty govern- 
ment-aided hospitals in Saskatchewan, twenty of which are “union hospi- 
tals.” Many of the municipalities pay their ratepayers’ hospital fees 
through taxation. To all government aided hospitals a government grant 
of fifty cents per patient per day is paid. 

The Anti-tuberculosis League sends one of its doctors to the various 
centers to hold chest clinics, and any suspected case may be referred there 
by the attending physician. In addition, where no clinics are held, the 
traveling diagnostician willl arrange to visit the rural physicians for pur- 
poses of consultation. The league, further, will pay to any family physician 
the sum of five dollars if he examines a tuberculosis contact on request. 
In this way it is hoped to find these cases in the very earliest stage possible. 
Sanatorium treatment is free to the individual. 
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THE SOCIAL TREND IN MEDICINE 


Realizing that many expectant mothers who reside remote from any 
medica! nursing or hospital service may, for financial or other reasons, be 
unable to have the services of a doctor at their confinement, the govern- 
ment pays a maternity grant of $25 toward this expense to those who 
come within the provision of the grant. In 1929 1,122 mothers were 
assisted by the grant and $25,258 was expended. 

Under the Municipal Hospital Act of Manitoba, any municipality, union 
of municipalities, or part thereof can form a hospital district and establish 
a municipal hospital. The capital required to establish the hospital is sup- 
plied by the district itself, and levied for in the taxes. The running ex- 
penses, less the revenue, are also a direct charge on the district. All three 
provinces provide laboratory service—free serums, vaccines, etc. to those 
unable to pay. 

Industrial compensation is financed by a government board, and not 
through insurance companies. 

Full-time health units are in operation in several provinces. 

In conclusion I believe that ultimately there will be a plan devised to 
alleviate the present situation. In my opinion it will be along the following 
lines : 

The general medical service will be carried out by the state aided or 
fully paid doctor, on a municipal, county, or zone basis—not on panel and 
not contributory, except through taxation. This will be a general prac- 
titioner. 

Medical service in hospitals, other than teaching institutions attached to 
universities, will be carried out by a general staff, fully or partly paid, with 
a group of part-time specialists—again not contributory except through 
taxation. Such staff will cover the lower economic brackets of the com- 
munity, which, by the way, will have to be somewhat raised. Those of 
larger means will come under the private service if they wish. 

Sick benefits will not be recognized as a state obligation. They must 
be made a matter of individual insurance, which if handled by the govern- 
ment can possibly be done at a lower premium rate than the insurance 
companies would quote. The individual will be responsible for his or her 
own insurance. 

Hospital service will be paid for by the state, through state, county, or 
municipal funds on a recognized cost basis for an adequate but not an 
elaborate service. Research and investigation will be charged to education 
and subsidized accordingly or be paid for through private benefaction or 
grants from the various foundations. They will not be charged against 
the cost of the patient. 
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Preventive work will be extended through organized public health depart- 
ments and health units, yearly physical examinations, etc. 

All this is going to cost money and if the public follows through its 
present demands, the taxpayer must expect to pay the bill. 





oo 


H. M. THE QUEEN OF THE BELGIANS DEDICATES THE 
MEDICAL PAVILION OF THE SANATORIUM 
LIZZIE MARSILY 
We are in receipt of the following letter from M. Albert Kreglinger, 
president of the Sanatoria of the Province of Antwerp: 

SANATORIA DE LA PROVINCE D’ANVERS 
ASSOCIATION SANS But LUCRATIF 
9, GRAND’PLACE, ANVERS 


The Secretary of the American Hospital Association, 
Chicago, Ill. 
Dear SIR: Sanatorium Lizzie Marsily, Westmalle (Belgium) 

H. M. the Queen of the Belgians visited this establishment on the 8th 
of June and inaugurated the medical pavilion in which are concentrated 
the various medical services, operating room, x-ray, laboratory, and 
pharmacy. She also visited the nurses’ home, which is an independent 
building from the other pavilions, where the nurses have their sitting room 
and home and where they can rest after duty. The idea of this independent 
home originated out of the American Hospital Association’s BULLETINS 
and is greatly appreciated by the nurses. 

The nurses attend courses and will be given a diploma after a year’s 
specialization. 

A fifth pavilion for forty women will be built soon, with halls for light 
work where convalescent women will be trained to resume their ordinary 
occupations. 

The present capacity is 150 beds for women, fifty for children. 

We think this information may interest your readers and remain, 

Yours faithfully, 
ALBERT KREGLINGER 
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THE MARY OGDEN AVERY 
CONVALESCENT HOSPITAL 


By L. A. Sexton, M.D. 
Superintendent, Hartford Hospital, Hartford, Connecticut 


HE IDEA OF CONVALESCENT hospitals originated with Hippocrates, 

and was well developed in Europe as early as the seventeenth cen- 

tury. The Hotel-Dieu and the Hopital de la Charité in Paris 
both had convalescent branches as early as 1640. The eighteenth and 
nineteenth centuries, however, saw little advancement in the development 
of these institutions. 





AveRY CONVALESCENT HospITAL, HARTFORD, CONNECTICUT 


It is difficult to conceive of America with its great progress in almost 
every direction, with the greatest hospital development of any country in 
the world, neglecting until this late date suitable places for convalescents. 
Yet there are so few that when we began making our plans for a con- 
valescent branch to be run in connection with the Hartford Hospital we 
round little to guide us. 

That we are to hear much more of institutions of this character is mani- 
fested by the large number of inquiries that are coming to us already. 

The simplest and perhaps the best method of relieving the overcrowding 
in the wards of our general hospitals is the construction of convalescent 
units. The reasons for institutions of this type are many. There is no 
doubt but that fresh air and sunshine are the greatest curative agents 
known to mankind. Exercise, both mental and physical, constitutes one of 
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the greatest contributions to convalescence known to the medical profession. 
These are things that cannot be had at their best in urban institutions. 
What patients need most to bring them back to normal, following illnesses 
of any description, is a place where they may bask in the sunshine and roam 
at will in the open air. In order that our patients may have the full bene- 
fit of these advantages, two miles of graded walks, much of which is in 
the woods, have been provided; there are porches for all, which may be 





THE OvaL GARDEN 


used winter or summer; terraces supplied with games that will stimulate 
the use of muscles long unused; pool and billiards for rainy days and 
evenings. 

Physiotherapy, unheard of until the war made necessary the utilization 
of every means of rehabilitation, has become a part of every hospital caring 
for industrial accident cases. Occupational therapy, another means of 
diverting tired minds and hands into useful channels, is under the direction 
of specialists trained in their respective lines and is available at rates that 
come within the reach of all in need of this service. 

All these and many more things that add to the patient’s comfort and 
well-being are supplied at the Avery Convalescent Hospital. This two- 
story fireproof building of brick and stone is in the form of a letter “U,” 
facing the south so that patients may have the protection of the wings 
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against the north wind. Each patient will have a delightfully furnished 
private room with hot and cold water and a built-in locker for his clothes 
and valuables. A large, well lighted sitting room with open fireplace is 
supplied in each wing. The paneling, book cases, and all wood trim 
throughout the building are of Philippine mahogany in its natural color 
with a very light stain and wax finish. 

The main reception room, which is 56 by 34 feet, has a large open fire- 
place, built-in bookcases, talking motion picture equipment, piano, radio, 
and is beautifully lighted by two large bay windows facing the south. 





THE PorcH 


The floors in all of the reception rooms and corridors are of rubber. 
The patients’ rooms are terrazzo. 

There are sixty rooms for patients and twenty-five for the staff. This 
unit was built primarily for the accommodation of public ward patients, 
but four suites with private bath have been provided for patients who may 
desire better accommodations. 

The beds used were made especially for this unit and are six inches 
higher and three inches wider than the ordinary dormitory type. A 
sufficient number of regulation, adjustable hospital beds have been supplied 
to meet the requirements. 

The dining room, where all patients have their meals, is 40 by 30 feet, 
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PATIENT'S BEDROOM 


oak-beamed, with built-in sideboard, chairs, and tables of dark oak to 
match. The floor is tiled in terra cotta and soft gray-blue. _A huge, old- 
fashioned tavern fireplace adds to the cheer of this beautifully appointed 
room. 

One of the attractive features of the well landscaped grounds is an oval 
garden on the west side of the building which is supplied with drinking 
feuntain, clock golf, sun dial, and built-in seats for the patients’ use. 

The building is heated with automatic oil burning equipment and is 
supplied with electric refrigeration. 
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THE OPERATION OF A MUNICIPAL 
HOSPITAL 


By E. T. Ousen, M.D. 
Superintendent, Receiving Hospital, Detroit 


function and according to the specific nature of the cases they 
care for, into six classes: general, contagious, tuberculosis, mental 
and nervous, special (maternity, children, etc.), and institutional (those 
connected with and maintained solely for inmates of special institutions). 

In some cases these institutions are conducted under the joint adminis- 
tration of the city and county. While this does not affect their general 
conduct it does sometimes make their administrative problem more 
complex. 

Any discussion of this subject must be prefaced by a consideration of the 
functions of such an institution and of certain elementals connected with 
-the evolution of a municipal hospital from the old ‘“almshouse” to the 
present day institution. While the same general principles are involved in 
the operation of all hospitals, the general municipal hospital is the type in 
which the operation may best be compared with that of the private hospital. 

The municipal hospital is the pride of the community on account of the 
broad scope of its work in relieving the suffering and distress of those 
unable to provide for themselves, and often surpasses the most modern 
private hospital in its facilities and equipment and in the unlimited extent 
of its service to its people. The hospital is the common ground upon which 
the patient, the community, and all the organized professional groups meet 
for the solution of the intricate problems involved in the care of the sick, 
for the co-ordination of all scientific knowledge in its application to the 
cure of disease, and for the further development and spread of this knowl- 
edge to those engaged in or hoping to engage in this work. 

On the other hand it is the one activity of the municipal govern- 
ment regarding whose work and its value to the people so little is generally 
known. This perhaps is natural, for the work of the hospital is not 
exploited in the press. The very large number of patients who have been 
satisfactorily cared for and restored to usefulness remain silent and oyly 
the few who have not been pleased or who have a fancied grievance express 
their opinions publicly. This lack of general knowledge of the wonderful 
work done by municipal hospitals seems remarkable and it is still more 
surprising that a few adverse criticisms should be such a factor in per- 
petuating the almshouse tradition regarding this class of hospitals. 

The function of a general municipal hospital is to furnish care and 
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medical and surgical attention to the needy ill, and emergency care for 
the stranger within its gates. 

Health, as such, is a positive condition and a heritage to which every 
individual has a right. It is the greatest asset which an individual or a 
community can possess. Within limits it can be maintained, or restored 
when impaired, and it is the duty of every community to provide the best 
facilities possible to its people for the protection, maintenance, and restora- 
tion of their health. 

Disability due to sickness or injury is a financial drain on the individual 
and the community. It is a community problem and unless it is intelli- 
gently met it may become a community responsibility because of the loss 
of the individual’s productive capacity. The hospital is the best means 
of relieving it. The instinct of self-preservation impels the people of every 
community not only to care for their own health but also to set up organi- 
zations for the general prevention and cure of disease. 

In the process of evolution of these activities we have to-day two or- 
ganizations co-ordinating their efforts to this end: boards of health, con- 
cerned primarily with the prevention of disease and the maintenance of 
health in the community, and hospitals, concerned with the restoration of 
health and the return to productivity. Upon the properly co-ordinated 
activity of these two groups depend to a very great extent the peace, hap- 
piness, and safety of the people and any failure of these organizations to 
function properly would be the cause of great economic loss to any 
community. 

The present day hospital is a development of the former almshouse 
where paupers were housed, fed, and given routine care, in return for 
which they rendered such service as they were physically able to perform. 
These almshouses provided only for the care of public dependents whose 
economic level was at such a low point that these institutions were shunned 
by all except those forced by dire necessity to accept care therein, with 
a resultant lowering of the standards of service. Medical and surgical 
care was only incidental, not an essential. The further development of 
the municipal hospital came about through this lack of definite provision 
for the care of the sick by the municipality which was recognized by pri- 
vate individuals, and the establishment of private hospitals followed. 
The inadequacy of the private hospitals was recognized by the city and 
funds supplied to care for the indigents. With the increase of indigents 
and the inability of the private hospitals to cope with that situation the 
cities were forced to establish their own hospitals. The earlier municipal 
hospitals thus naturally were politically controlled and every position in 
them was a pawn for the partisan politician. In some cases such partisan 
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politics may have been invisible, in which case it was undoubtedly more 
damaging and not so readily interpreted by the public. The result of such 
political control prevented the hospital from having the proper co-ordi- 
nating relationship with other complementary and supplementary services 
of the municipal government and with private agencies. 

Starting with the almshouse tradition and built up on the same plane, 
the staff and the personnel of the earlier municipal hospital could only be 
expected to be mediocre and not especially interested in the improvement 
of conditions. The almshouse idea was still further perpetuated by a 
failure to study the needs of the institutions and of the people, by inability 
to secure a competent staff, and failure to secure qualified administrators. 
These factors, combined with inadequate financing, lack of intelligent 
spending, and failure to take advantage of opportunities for professional 
and public education, for many years kept municipal hospitals in disrepute 
and prevented their development. 

With the advances in scientific medicine, act’. e public health work and 
the general enlightenment of the public regarding health and disease, the 
knowledge of the wealth of material available for scientific study and re- 
search, and the opportunity to benefit mankind in connection therewith, 
the status of the municipal hospital began to change. Astute politicians 
realized its value to the public and to themselves, and scientific adminis- 
tration and care of the sick took the place of the general almshouse 
practices. 

The municipal hospital of to-day can no longer be considered only as an 
institution for the salvage of human wreckage. It is a co-ordinator of 
medical activities for the community and a co-operative organization of 
workers and leaders devoted to the care of the sick, the cure and pre- 
vention of disease, scientific investigation and research, and the better- 
ment of social conditions. It is a power for good in the community and 
is the community’s outstanding organization of its kind by virtue of the 
high standard of its work and the personnel of its staff. 

Politics play little part in the operation of the municipal hospital of 
to-day. ‘The staff is usually composed of the most eminent men of the 
community and admission to their corps is jealously guarded. These 
positions are usually eagerly sought by the best men of the community 
who recognize the opportunities they offer for scientific work and research 
and for the teaching of medicine in all of its branches. 

This change in the character of the municipal hospital necessitated im- 
proved working conditions and improved equipment to keep abreast of 
the advances in scientific medicine and surgery. The attitude of the public 
toward the municipal hospital “has also changed and instead of being 
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shunned by the better class of people unable to bear the expense of unex- 
pected illness or injury, admission to these institutions is even sought by 
individuals well able to pay for such service. With such changes has also 
come another. The employee, who formerly thought of the patient as a 
pauper and a charity case, for whom anything was good enough, now 
considers him a sick beneficiary of the tax payer for whom nothing is 
too good. 

In past years lack of recognition of the standard of work done, the 
more or less common perfunctory political atmosphere, and the lack of 
adequate financial appropriations have been largely responsible for the 
failure of municipal hospitals to measure up to the work and reputation of 
private institutions. Low standards in the hospital and the low estimate 
on the part of the public may have been due to— 

1. Failure of the public to realize the value of the service rendered. 

2. Assumption by the staff, directors, and others of administrative 
responsibilities they were not competent to handle with resulting impair- 
ment of the power and authority of the administrative head of the insti- 
tution and consequent destruction of the morale of the employees. 

3. The division of responsibility for the care of the sick among many 
independent uncoordinated agencies, public and private, with competition 
for public commendation. 

4. Lack of appreciation by the public and other public officials of the 
function, standards of work, and needs of the hospital, with consequent 
insufficient financial support. 

5. Disposition on the part of the best elements of the public to hold 
aloof and give their support and countenance ‘to private institutions. 

6. Tendency on the part of the hospital personnel to become hard and 
unsympathetic through lack of public interest in the hospital. 

The advances in scientific medicine have been so marked, and the high 
standard of service, equipment, and facilities established by private hos- 
pitals so apparent to all, that it was incumbent upon public officials to 
recognize the necessity for placing municipal hospitals upon the same high 
plane. Back of the city hospital stands the community, which represents 
an enormous potential source of power and revenue. As soon as laymen 
realize that a high grade hospital is a distinct asset to the community, just 
so soon will the public generally resent any interference with the work of 
that institution for the indigent sick. The far-sighted public official wants 
the best medical service possible for his city, whether it be in the preven- 
tion of disease or the rehabilitation of the sick and injured. “Politics” is 
not infrequently found in private hospitals and in such institutions is apt 
to be even more disastrous in its effect on the care of the sick, as well as 
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responsible for wasteful construction and operation, and even more detri- 
mental to efficient general administration than in municipal hospitals. 

The municipal hospital of to-day is not organized to satisfy the profes- 
sional ambitions of a group of physicians or the social ambitions of any 
group of citizens; hence, given a competent hospital administrator with 
proper authority and power and sufficient financial support, the municipal 
hospital should be and will be the outstanding public institution of its kind 
in every community. In the past municipal hospital programs have not 
always been based upon a scientific study of the community needs, re- 
sources, and probable development. As a result of this the location, en- 
vironment, construction, organization, and equipment have often been 
faulty. The modern municipal hospital has brought its professional work 
up to a high degree of excellence. It keeps abreast of the latest advances 
in medicine and by reason of the high type of its personnel, its unlimited 
facilities for research, and the vast amount of material available for study, 
it is recognized for the scientific work it does, and because of the number 
.and diversity of its patients offers the best opportunity for medical in- 
struction. In such an institution it is possible to establish a definite 
curriculum for medical students working under the direct supervision of 
their instructor. This also is a direct asset to the community. It offers an 
incentive to the highest class of professional men for affiliation, better 
intern instruction, more highly trained graduates from the medical schools 
and hospitals, and a vastly better result for the patient. 

The ward patient in a properly conducted municipal hospital receives the 
best and most expert attention. The service is highly perfected and or- 
ganized and he receives the benefit of all of the facilities of every de- 
partment of the hospital—diagnostic, laboratory, consultation, research, 
group morale, etc.—regardless of cost and regardless of his social status. 
Relieved of all anxiety regarding his ability to pay for the service he re- 
ceives, the sole thought of those caring for him is to restore the patient 
to full productivity in the shortest possible time. The trustees or directors 
of a city hospital are holders of a public trust and as such they should be 
freed from all financial worry and enabled to concentrate their efforts 
on the care of the sick and the administration of the hospital. The citizens 
whose taxes defray the expense of maintaining the institution also have 
the right to expect the best return in service. That both these ends may 
be met, ample funds must be provided for the proper maintenance of the 
institution. 

The work of the municipal hospital or any other hospital of to-day must 
not be judged on the basis of its per capita diem cost. A low cost 
does not necessarily indicate poor service, nor a high cost good service. 
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There are so many factors which influence cost that only an analysis 
by an expert could determine the reason for either. The writer is 
satisfied that a cross section of the work of the municipal hospital of to- 
day will compare favorably with that of the best private hospitals of this 
country in every particular. Municipal hospitals have suffered from the 
almshouse inheritance because in earlier days they were established and 
maintained principally for the care of public charges and the official and 
public attitude toward them was based on the efficiency of their work 
compared with the cheapness with which it could be done. 

The conduct of a municipal hospital to-day differs in no way from that 
of the best private institution except in the complexity of detail in its 
administration. The municipal hospital is the most highly specialized de- 
partment of the city government. It deals in terms of life and death 
with the citizens of the community and is an important factor in the 
social and economic welfare of the city. Upon the result of its work 
depends the integrity of family life and the continued productivity and ° 
self maintenance of the individual and his family. Failure to function 
properly and to render service which will restore the earning capacity 
of the sick and injured will be reflected ultimately in a far greater in- 
creased burden on other departments of the city government. Depending 
upon the provisions of the city charter, under which it is operated, the 
administrator may be restricted to a greater or lesser extent in his opera- 
tion. of the institution. Certainly the greatest measure of success is 
bound to be obtained in direct ratio to the smallest number of individuals 
to whom he discharges his responsibilities but, regardless of this fact, 
to operate successfully he must be given the full measure of authority 
necessary to the proper conduct of any business. All other hospital 
organizations have recognized the necessity for trained and experienced 
directors, and the old idea that anyone could direct the business affairs 
of a hospital with a capital investment of one or more million dollars 
because it was a charitable institution and had a board of directors com- 
posed of business men is a fallacy of the past. These same business 
men would not intrust the direction of their own business to an inex- 
perienced manager, and, like private institutions, municipalities have 
come. to recognize that their hospitals require experienced and quali- 
fied directors to co-ordinate the intricate processes connected with such 
a complex organization. The administrator of such an institution must 
not only be able to review intelligently the work of every specialist on 
the hospital staff, and sit in judgment on the ability, work, and conduct 
of his department heads and employees, but he must also be familiar 
with the details of the equipment and operation of every part and depart- 
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ment of the institution, as well as of every article and commodity pur- 
chased or used in connection with every activity for which he is 
responsible. 

By virtue of the fact that the municipal hospital is one of the activi- 
ties of the municipal government whose work is more definitely asso- 
ciated with that of the other departments, and much more intimately 
co-ordinated with the work of the civic (state, county, and city) and 
private agencies for relief than the private hospital, the administrator 
of the municipal hospital must have a comprehensive knowledge of the 
laws, ordinances, and regulations under which all of these activities are 
conducted. This knowledge is necessary not only to the proper conduct 
of his own institution, but in order that the utmost efficiency may be 
developed in contacts with other organizations. With the advances in 
hospital and medical work have come medico-legal problems which some- 
times arise out of the most trivial circumstances, many of which can be 
obviated. 

The private hospital was first in the field and blazed the way for 
the progress of municipal hospitals. There should be a close working 
relationship between the municipal hospital and all private institutions and 
between it and all other agencies engaged in relief work. While the first 
duty of the municipal hospital is to the sick poor, the private hospital 
must continue to care for a percentage of the indigent in order to justify 
its right to benefactions. 

While private hospitals may restrict or limit the admission of such 
patients, the municipal institution cannot arbitrarily limit or determine 
the kind or number of cases it will care for. The essentials of the 
operation of a municipal hospital do not differ materially from those of 
a private institution of the same size so far as the care of its sick is 
concerned, but in its relations with other departments of the city govern- 
ment and the courts it offers many problems which must be co-ordinated 
with those of the hospital’s administration. Its relations with the public 
and the press, too, are much more extensive and complicated and all of 
these require the exercise of executive qualifications not called for in 
the administration of a private institution. 

The municipal hospital must be prepared at all times to meet all de- 
mands made upon it for service of any kind—emergency and accident 
cases or epidemics involving any number of individuals, as well as 
alcoholic and psychopathic cases for the care of which few private hos- 
pitals possess any facilities. All of these activities require a constant 
excess of beds over the normal requirements of the institution, or some 
arrangement with other hospitals whereby a transfer of convalescents 
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will permit the admission of acute cases. Limitation of hospital facili- 
ties delays the return of the individual to earning capacity and con- 
stitutes a further economic loss. 

The investigation of all cases requiring more than first aid care con- 
stitutes an important “phase of the work of a municipal hospital. That 
this be most carefully conducted is necessary not only to prevent imposi- 
tion upon the city’s efforts to provide for the indigent but also to protect 
the private physician and the private hospital from loss of revenue 
which rightfully belongs to them from those able to pay. Many of the 
cases cared for in municipal hospitals are complicated by social problems 
which require adjustment in order to insure complete recovery of the 
patient or the prevention of his relapse as a public charge. The social 
service and welfare activities of the hospital, as well as the out-patient 
department, therefore play an important part in the complete rehabilita- 
tion of the patient in the municipal hospital. The exercise of a high degree 
of tact and judgment, combined with sympathetic understanding and a 
knowledge of economic conditions, is required for the proper solution of 
the many and diverse problems met. The close relationship of the munici- 
pal hospital with other social, civic, and professional groups necessitates 
the development of a co-operative interest that will protect it against 
degrading influences and will insure the development of a civic pride in 
the institution. This can also be aided if all employees are impressed with 
the importance of a spirit of service through kindly, courteous treatment 
of the patient, which will imbue him with a proper respect for the institu- 
tion and the municipality which provides for his care. 

The teaching of medicine is another important activity of most munici- 
pal hospitals and this tco must be carefully co-ordinated with the care 
of the sick in such a manner as not to disturb the morale of the em- 
ployees and, more important, not to arouse the opposition of our patients, 
who often, even more so than patients in private hospitals, object to being 
exploited. The unlimited facilities of the municipal hospitals for both 
undergraduate and postgraduate instruction in all branches of medicine 
have been recognized by medical schools and through this recognition 
the hospitals have benefited by the acquisition to their staffs of the 
foremost medical men in such cities. The ultimate benefit is derived by 
the patient who thus comes under the observation, study, and care of 
outstanding men in all of the branches of medicine. 

If cleanliness, order, and discipline are high-lights in the administra- 
tion of a private institution, they must be accorded even greater im- 
portance in a municipal hospital, to offset the almshouse tradition which 
still exists in certain localities. 
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The organization of a general municipal hospital is much more com- 
plex than that of a private hospital. Its separation into divisions and 
departments, both professional and administrative, is more complete and 
yet the co-ordination of activities is more intimate. Such a division or 
separation enables a better definition of duties and responsibilities for 
the head of each department, who, if given sufficient power and authority, 
can then be held accountable for the best possible accomplishment. With 
fixed individual duties and responsibilities the individual efficiency of all 
employees will naturally follow, and in this way group efficiency is assured 
and the co-ordination of group activities simplified. The ultimate result 
is that every patient in the municipal hospital receives all of the benefit 
possible from the costly and complicated machinery set up for his care 
and treatment. 

As in the private hospital, the patient in the municipal hospital formu- 
lates his opinion of the entire institution from his first impressions on 
admission, which is usually through the out-patient or emergency depart- 
ment. Considerate and efficient care and treatment at these gateways 
to admission have much to do with making a satisfied patient for the 
entire duration of his stay. This is not always easy, but with a care- 
fully selected and trained personnel much can be accomplished. 

Ali hospitals deal with people who are temporarily abnormal, the 
patient naturally so by reason of his ailment and the friends and relatives 
often even more so by reason of their solicitude for the patient. This 
naturally leads to many unreasonable demands and frequently unjustified 
complaints, made not only to the officials of the: hospital but often to 
those higher in authority and to the press. This constitutes one of the 
most serious problems of every municipal hospital. Immediate settle- 
ment of such problems is essential. “The customer is right” sometimes 
but very frequently he is wrong, and, while he must be satisfied or paci- 
fied, the morale of the hospital must also be maintained and the em- 
ployee, if not at fault, must be protected against unjust charges iy order 
to insure his loyalty to his superiors and to the institution. This problem 
also constitutes an important factor in the education of the public re- 
garding the work of the hospital, and often a trivial, uniustified’ com- 
plaint can be converted into the means of causing him not only to see 
his error but also to laud the hospital to his friends. General knowl- 
edge on the part of the public that some person with sufficient authority to 
remedy any grievance is accessible at all times, and that any complaint, 
however trivial, will receive prompt attention, will also give the patient 
and his friends a feeling of security and confidence in the institution 
which can be accomplished in .no other manner. The offices of the 
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director of the hospital and of his assistants should be so located as 
to be accessible to the most humble citizen at all times. 

The out-patient department of the hospital is one of major importance. 
It is the filter through which the hospital patient passes, and upon the 
efficiency with which it operates depend the exclusion of patients who 
would occupy beds needlessly and the early discovery and hospitalization 
of patients who by reason of delayed hospital care might become more 
completely or permanently disabled, or delayed in their return to full 
earning capacity. Another important function of this department is 
the treatment of hospital patients after their discharge until they are 
restored to full usefulness. The value of this work to the community 
cannot be estimated. This department requires the same careful organiza- 
tion and division into departments as does the hospital itself and it should 
be conducted under the direct supervision of a member of the general 
staff of the hospital, who should be responsible to the superintendent of 
the hospital. The work of this department is arduous, but it is also the. 
gateway to appointments to the general staff of the hospital and special 
care should therefore be exercised in the selection of men seeking appoint- 
ment to this department. 

The emergency department is the haven of the injured. The volume of 
its work depends upon the location of the hospital. In Detroit the munici- 
pal hospital (Receiving Hospital) receives about 85 per cent of the acci- 
dent cases occurring in the city. Too much stress cannot be placed upon 
the necessity for the promptest and most skilled service in this depart- 
ment. Upon this first aid service, in many cases, will depend not only 
the life of the patient but also in a large measure the reputation of the 
hospital. This paper will not permit a detailed discussion of methods 
or rules for the conduct of an emergency department, but highly com- 
petent supervision, a complete personnel and equipment, and rigid regula- 
tions are essential. Its location in the hospital should be one easy of 
access from without and at the same time should permit the moving of 
patients to hospital beds without delay or unnecessary travel. Sufficient 
space should be allotted to provide an excess over normal requirements 
and its equipment should be so complete as to make it practically a 
separate and distinct unit from the standpoint of operation. The writer 
recently has seen nearly one hundred patients, brought unexpectedly 
from the scene of one catastrophe in the middle of the night, cared 
for and put to bed in one hour, and without confusion, in a general 
municipal hospital. In this connection the care of the clothing, property, 
and valuables of patients is worthy of mention. Loss of such articles is a 
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fruitful source of complaint and trouble and should be guarded against 
by a careful system of property control. 

Lack of space forbids a discussion of the details of organization of 
the various other departments of a municipal hospital. This should be 
the subject of a special paper, but if I were asked what constituted the 
most important single activity in the operation of a municipal hospital, I 
should say without hesitation, nursing. 

Upon the quality of your nurses and your nursing service depends 
the reputation of your hospital, so far as the public is concerned. The 
nurse is in constant touch with and under the scrutiny of the patient and 
his friends and relatives from the moment of his admission to the hos- 
pital until his discharge. Her every word and act is recorded upon the 
memory of the patient and his friends and is the subject of his discus- 
sion long after he leaves the hospital. She is the bright spot or the 
cloud in his recollection of events and the one responsible for every- 
thing which occurred in connection with his sojourn in the hospital. The 
_ staff man, the resident, and the intern pass their orders and their responsi- 
bilities down to her, and the maid, the porter, and the orderly pass their 
responsibilities and their derelictions (if any) up to her. 

The nursing department may be conducted with or without a training 
school. In either event a larger number of graduate nurses would be 
required than in a private hospital of the same size, but in a large munici- 
pal hospital this department offers a more serious problem. On account 
of the large number of patients cared for and their more rapid turn- 
over, ample provision must be made for a sufficient number of nurses 
to care for a peak load at all times. Even with this number, emergencies 
and other conditions will reduce the number on duty so that only in 
rare instances will there be a surplus. The directress of nurses must 
be a woman of mature experience and broad vision, a good executive, 
a disciplinarian but not a martinet, and, withal, human. The activities 
of this department must be more intimately co-ordinated with every other 
department of the hospital than any other. Upon this co-ordination 
depends not only the nursing care, but also the work which every other 
department has done or may be expected to do for the patient. The di- 
rectress of nurses must be given a sufficient number of assistants properly 
to supervise the work of her department and must be vested with the 
power and authority necessary to control it without interference. She 
must also be responsible only to the superintendent of the hospital, but her 
relationship is that of an assistant rather than a subordinate. 

The question of admitting pay or part-pay patients, as such, to a munici- 
pal hospital is debatable. While the visiting staff of a municipal hos- 
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pital gives its service freely to the indigent, it should not be expected to 
furnish gratuitous service to those able or willing to pay within their 
means. The same is true of workmen’s compensation cases for which 
adequate provision is made by law. The admission of such patients 
to a municipal hospital gives rise to many other complications which 
are embarrassing from an ‘administrative standpoint and would seem to 
be contrary to good public policy. In a city having private hospitals it is 
only logical that such cases should be referred to these institutions. The 
only exception should be cases admitted in emergency-—too ill or too 
but they too should be transferred 
to private hospitals as soon as their condition will permit. 

Quoting from a paper by Dr. Henry Rowen, published in the Boston 
Medical Journal, July 7, 1923, the operation of a municipal hospital may 





badly injured to be moved at once 


be summarized as follows: 

“To provide for the housing, the feeding, and the routine care of a 
large number of acutely sick is a huge task. To obtain for them the best 
modern scientific skill is a proposition requiring the very best thoughts of 
divers minds. That this attainment may be reached calls for the highest 
executive skill. Fortunate indeed is the board of trustees that has for its 
executive such an officer. He is the wheel horse of the entire outfit and 
must possess as attributes patience, tact, firmness, and medical vision.” 

This is even more true to-day with our increasing hospital costs and 
other problems connected with the care of the sick in hospitals. 

—— + 0e—_——__ 
Dr. Summersgill Passes On 

Dr. Harry T. Summersgill, who for the major part of the time since 
1904 has been engaged in hospital administrative work, died June 15, 
after an illness of seven months. After his graduation from the medical 
department of Tulane University in 1901, Dr. Summersgill became a 
member of General Gorgas’ staff in Panama. From 1908 to 1912 he was 
superintendent of the New Haven Hospital. He was consultant and after- 
ward superintendent of the Cincinnati General Hospital. After leaving 
the Cincinnati General Hospital he became superintendent of the Uni- 
versity Hospital, at the University of California, where he remained until 
the opening of the War. He promptly enlisted and was assigned as com- 
manding officer of Base Hospital No. 91 at Commercy, France and after- 
ward Base Hospital No. 90 at Chaumont, France. Upon his retirement 
from the medical service of the Army he entered private practice for a 
short time and was appointed superintendent of the Ball Memorial Hospi- 
tal at Muncie, Indiana. Because of his ill health he retired from active 


work in 1930. 
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MEDICAL SOCIAL SERVICE IN 
HOSPITALS' 


By Beatrice HopGe 
Director, Medical Social Service, Charity Hospital, New Orleans 


HE FOLLOWING QUOTATION from The Memoirs of a Physician, 

translated from the Russian of Veresseyer by Simion Lindon, ex- 

presses clearly the functions of medical social service. It is printed 
in the pamphlet Vocational Aspects of Medical Social Work, from which 
most of the material for this paper is taken. 

“A washerwoman suffering from eczema of the hands comes to me, or 
else a drayman with hernia, or a consumptive weaver; I prescribe salves, 
pills, and powders all around and myself, ashamed of the part I am keep- 
ing up, tell them in deprecatory tones that the chief conditions necessary for 
their recovery are as follows: that the washerwoman should not wet her 
hands, that the drayman should not strain himself by lifting heavy weights, 
and that the weaver should keep out of dusty places. They sigh, thank me 
for my ointments and powders, and explain that they cannot give up their 
occupation because they must eat.’’ 

Dilemmas such as these described by the Russian physician confront in 
endless variety the practicing physician. The solution of these dilemmas 
is the essence of medical social service. The medical social worker is the 
newcomer, comparatively speaking, who now works as an ally with the 
physician and patient to help overcome or circumvent those obstacles which 
threaten to block the physician and prevent the patient from carrying 
through his recommendation. 

Medical social service started in St. Thomas’ Hospital in London in 
1895. It began in this country in 1905 under the leadership of Dr. Richard 
Cabot of the Massachusetts General Hospital in Boston, and in the twenty- 
one years since its inception, its growth throughout the United States has 
been rapid. 

The American College of Surgeons in its Manual of Hospital Standardi- 
sation is directing more and more attention to the development of social 
service activities in relation to the physical care of the patient before, 
during, and after hospitalization. 

The practice of scientific medicine has undergone many changes during 
recent years. Noteworthy among these are: 

1. Difference in relationship between doctor and patient.—In the old 
days the physician commanded and the patient followed. To-day the rela- 
tionship between doctor and patient is more akin to that between teacher 





1Read before the Louisiana Hospital Association, Baton Rouge, April 22. 
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and student. A patient must often actively participate in working out his 
course of treatment. 

2. Need of data regarding patient's background other than that re- 
ported by him.—A patient comes to a clinic and the doctor suspects a 
lesion of the central nervoys system and wishes to have a spinal puncture 
done. The social worker learns that this has already been done in another 
hospital and gets a report of the spinal fluid findings with particular refer- 
ence to the pressure, etc. 

3. New types of medical recommendation.—The doctor who years ago 
might have prescribed medicine for a patient will to-day advise convalescent 
care or change of job. The taking of pills and powders is simple. To 
carry cut a recommendation that a mother leave her family for several 
weeks’ convalescent care, or that a factory worker change to an out-of-door 
job, requires the rearrangement of a whole scheme of life. Here begins 
the task of the social worker. 

4. Specialisation and organization in medical practice —Modern prac- 
tice in medicine, namely, specialization, has necessitated the development 
of “group practice’ as seen in hospitals and clinics. This is an economy 
for the patient and doctor but it tends to distract attention from the 
patient’s problem. Hospitals which discharge patients to-day to condi- 
tions of home or work which were in large measure the cause of their need- 
ing hospital care need some way of individualizing their patients. Social 
work within the hospital helps in carrying out the doctor’s treatment and 
interpreting the hospital to the community. 

Medical social work has relationships without as well as within the 
hospital and in working with any patient the medical social worker uses 
the resources in the community that she finds at hand, such as the Family 
Service Society, Children’s Bureau, Visiting Nurses’ Association, churches, 
shelter homes, etc. If these do not exist it is her duty to try to create a 
resource that will meet the need of her patient. As far as possible members 
of the patient’s family are called upon to aid in the plan of treatment. 

The following problems are illustrative of those referred to the social 
service department. 

Mrs. Binton is a married woman in her early thirties, the mother of three 
children. Her husband is thirty years her senior. She had been in the 
hospital several times before, and her chief difficulty was mental—she 
could not bear the thought of returning to this husband. She came from 
a small rural community of two hundred inhabitants and her home was ten 
miles from the town. The social worker visited the home and found the 
circumstances deplorable. After conferences with the leading banker, the 
church society, and interested friends of Mrs. Binton, it was decided to 
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move her to town where she could have more normal social activities. Her 
husband and two of the children were to remain on the farm. A practical 
nurse was found who would give volunteer supervision over this problem 
and the worker and the doctor have been in close contact with this case 
for a period of three years. The woman is making a good adjustment now 
that she finds she is sympathetically understood. 

Elsie D— is a little girl suffering from celiac disease. She too came 
from a small rural community where the doctor did not know how to treat 
her case. After a year’s stay in the hospital it was thought worth while to 
send a social worker out to see this child’s family in order to explain the 
absolute necessity of following the diet faithfully, and also to talk to the 
doctor. As this hospital was in connection with a medical school, the 
doctors in the rural communities were kept in touch with the new trends in 
medicine and were given detailed accounts of treatment in rare cases of 
disease that were of particular interest to them. 

It is clear from the foregoing illustrations that social work within the 
hospital is most closely related to the carrying out of medical treatment. 
The primary aim of medical social work is to help doctor and patient 
to carry through a satisfactory plan of treatment, to gather such significant 
data as may help the physician to discover the contributory causes of the 
patient’s present condition, and to interpret to him the patient’s resources 
in such fashion as to open up new avenues of thought which may prompt 
the modification of the original plan or create a new plan which the patient 
can undertake. 

The set-up of a medical social service department in a hospital differs 
with the problems presented by that institution. In Charity~Hospital we 
have a staff of seven social workers and two part-time students. This is 
totally inadequate considering that in 1930 there were 37,000 bed patients 
and 80,000 out-patients. It is difficult to obtain trained workers and, in 
addition, the state must appreciate this need in order to appropriate suffi- 
cient funds to run the department. With the publicity that the White House 
Conference is giving to matters of health it is hoped that it will not be 
long before the whole country is aware of the need of this type of service. 
I might also add that unless the hospital authorities wish to have a social 
service department the task will be a very uphill one. We are most for- 
tunate in having a superintendent and a board of directors who are sym- 
pathetic toward our needs. 
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THE TORONTO CONVENTION 


NE OF THE MOST gratifying features of the convention is the uni- 
e@ versal desire of hospital people, administrators as well as many 

trustees, to attend the thirty-third annual meeting in Toronto 
in September. Hospitals will be unusually well represented and, in 
all probability, the attendance at Toronto will be as large as it was in 
Atlantic City. The attendance at national association meetings this year 
has been, without exception, larger than in previous years. At its meet- 
ing in Philadelphia the American Medical Association registered two 
thousand more delegates than at any convention in the past five years and 
had the second largest registration in its history. State and regional hos- 
pital associations have this year enjoyed large attendances and the inter- 
est in the national convention has been greatly increased by the many 
hospital problems that are engaging the attention of hospital people. 

Under the chairmanship of Mr. Henry A. Rowland the General Ar- 
rangements Committee is making preparations for many delightful enter- 
tainment features during convention week. The Local Arrangements 
Committee will give a supper dance after the Trustees’ Section meeting 
on Tuesday night and the annual banquet and ball will be held at the 
Royal York Hotel on Wednesday night. Special arrangements are being 
made for the entertainment of the ladies and their guests at the conven- 
tion, including afternoon teas, automobile tours of the city, and many 
other features. 

Mr. A. J. Swanson is chairman of the Exhibits Committee in Canada 
and has not only assisted in staging one of the most complete commercial 
exhibits in the Association’s history, but will have the best educational 
exhibit that can be assembled. In all probability the Province of Ontario 
will have a special exhibit of its own, showing the resources of that 
province, 

The program for the week will be featured by internationally known 
people. On Monday afternoon at the first general session of the conven- 
tion the reports of the standing committees will be presented. Monday 
evening the meeting will be held in the Ball Room of the Royal York 
Hotel and the delegates will be welcomed by the officials of the Canadian 
Government and the city of Toronto; the Presidential Address will be 
delivered by Dr. Lewis A. Sexton. Dispersed throughout this program 
will be several delightful musical numbers. 

On Tuesday, Wednesday, and Thursday mornings the round tables will 
be conducted by Mr. Asa S. Bacon and Dr. Malcolm T. MacEachern and 
at each of these, four leading subjects will be presented for discussion. 
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On the Tuesday morning round tables of Mr. Bacon will be Mr. John A. 
McNamara of The Modern Hospital, Chicago, who will speak on “Per- 
sonal Survey of Hospitals.” This will be discussed by Dr. C. W. Mun- 
ger, superintendent, Grasslands Hospital, Valhalla, New York. The sub- 
ject of “Noise Control, or the Elimination and Prevention of Noisé in 
Hospitals” will be presented by G. T. Stanton, of the Electrical Research 
Products, New York. On Wednesday morning the subject, “Annuity 
Plan for Hospital Workers, Including Life, Health, and Accident Insur- 
ance” will be given by G. Powell Hamilton of the Equitable Life Insur- 
ance Company, New York, and discussed by Dr. Ross Miller, director of 
medical services, department of pensions, Ottawa. Mr. Duff G. May- 
nard, superintendent of the Presbyterian Hospital, New York, will pre- 
sent a paper on ‘‘Retirement and Life Insurance.” On Thursday morn- 
ing Mrs. Oliver W. Rhynas, president of the Ontario United Hospital 
Aids Association, will address the convention on “Hospital Auxiliaries” 
and a paper will be read by Mrs. Henry L. Foote, secretary, volunteer 
group, University Hospitals of Cleveland, on “Volunteer Service in Hos- 
pitals.” “Group Hospitalization” will be presented by Prof. J. F. Kim- 
ball, Baylor University Hospital, Dallas. Each of these meetings will be 
open forums for the presentation from the floor of any topics related to 
the subject. 

At Dr. MacEachern’s round tables on Tuesday morning Miss S. Mar- 
garet Gillam, director of dietetics, University Hospital, Ann Arbor, 
Michigan, will present a discussion on “Classification of Food Service” ; 
Mrs. M. Harmon Risti, chief dietitian, Butterworth Hospital, Grand Rap- 
ids, Michigan, on “Basic Considerations in Organizing an Efficient Food 
Service in a Hospital.””. Mr. Chester J. Decker, superintendent, Toronto 
General Hospital, will explain the “Centralized Food Service in the To- 
ronto General Hospital.” Dr. John S. Copeland, superintendent, Albany 
Hospital, Albany, New York, will address the convention on “Food Eco- 
nomics.” The last two presentations will be illustrated by lantern slides 
and films. On Wednesday morning the subject of “Admitting and Dis- 
charging of Patients’ will be presented by Mr. Robert Jolly, superin- 
tendent of the Baptist Hospital, Houston, and others. ‘“The Organiza- 
tion and Management of a Central Supply Room” will be discussed by 
Mr. Ellard L. Slack, superintendent of the Samuel Merritt Hospital, 
Oakland, California, and Miss May Hassett. “The Management of the 
Obstetrical Department” will be presented by members of the staff of the 
Royal Victoria (Montreal) Maternity Hospital. “Hospital Economies” 
will be discussed by Mr. Frank E. Chapman, University Hospitals, Cleve- 
land, Ohio, and W. W. Rawson, superintendent, Thomas D. Dee Mem- 
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orial Hospital, Ogden, Utah. On Thursday morning Dr. MacEachern’s 
round table session will be developed into an open forum conference on 
administrative, medical, nursing, and economic problems. The questions 
presented and discussed will be taken from a pamphlet of one hundred or 
more questions presented at the convention. 

The afternoon sessions will be given over to general sessions of the 
Association and to the section meetings. The Construction Section has 
an unusually interesting program. Among the subjects discussed will be 
“The Conditioning of Air in Hospitals” by Mr. M. H. Olstad, engineer, 
Niagara Blower Company, and Mr. James Govan, architect, of Paris, 
Ontario. “Centralized Refrigeration versus Separate Units” will be dis- 
cussed by the engineer of the Brunswick-Kroeschell Company, Mr. L. E. 
Smith, engineer of the Frigidaire Corporation, and Mr. W. M. Timmer- 
man, engineer of the General Electric Company. Miss E. Muriel Ans- 
combe, superintendent of the Jewish Hospital, St. Louis, and Dr. Walter 
E. List, superintendent, Jewish Hospital, Cincinnati, will discuss the sub- 
ject from the standpoint of the superintendent. 

On Tuesday evening at the Trustees’ Section the address of the eve- 
ning will be delivered by Dr. Winford H. Smith, Johns Hopkins Hospi- 
tal, Baltimore. The presiding officer, who is to be selected for the occa- 
sion, will present a short address before his introduction of Dr. Smith. 

On Wednesday evening the annual banquet and ball will be held. Dr. 
Lewis A. Sexton will act as toastmaster and the address of the evening 
will be delivered by the Honorable R. B. Bennett, Prime Minister of the 
Dominion of Canada. At this meeting the musical program will be fea- 
tured by selections rendered by the Mendelssohn Choir, the most distin- 
guished chorus on the continent. For many years the Mendelssohn Choir 
has enjoyed a reputation in the United States, as well as at home, for its 
classical rendition of choral music. 

On Thursday evening the Nurses’ Section meeting will take place. 
Miss Anna D. Wolf, the chairman, has arranged a wonderfully profitable 
program for that session. 

The Administration Section, whose chairman is Dr. George A. MaclIver, 
City Hospital, Worcester, Massachusetts, has a very interesting program, 
opening with an address on “The Results of the Year’s Operation of the 
Hospital for People of Moderate Means” by Dr. F. A. Washburn, direc- 
tor, Massachusetts General Hospital, Boston. Dr. W. L. Babcock, direc- 
tor, Grace Hospital, Detroit, will discuss Dr. Washburn’s paper. Mr. R. 
Fraser Armstrong, superintendent, Kingston General Hospital, Kingston, 
Ontario, will present an address on “The Effects of the Present Economic 
Condition on Hospital Operation.” Mr. H. C. Nickle, Kingston, Ontario, 
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will discuss this paper. Dr. W. S. Rankin, director, Duke Foundation, 
Charlotte, North Carolina, will address the convention on “The Relation 
of the Hospital to Corariitinity Health” and this subject will be discussed 
by Mr. A. J. Swanson, ‘superiitendent, Toronto Western Hospital. Dr. 
Will Quimby, Peter Bent Brigham Hospital, Boston, will present an ad- 
dress on “The Responsibility of the General Hospital in the Control of 
Venereal Disease.” 

One of the highlights of the convention will be a general session presided 
over by Dr. G. Harvey Agnew, secretary of the department of hospital 
service, Canadian Medical Association, at which meeting the following 
subjects will be discussed: (1) “Present Forms of State Medicine in 
Europe,” (2) “The Effect of State Medicine on European Hospitals,” 
(3) “The Vital Concern of Our Hospitals in Health Insurance Trends,” 
(4) “Necessary Developments to Offset Nationalization of Hospital and 
Medical Care.” These four subjects will be presented by men of interna- 
tional prominence and an open discussion will immediately follow their 
presentation. 

Miss Frances Wright, of the Hartford Dispensary, is arranging an in- 
teresting program for the Social Service Section. 

The Tuberculosis Section, under the chairmanship of Dr. Joseph R. 
Morrow, has assembled a program to which the contributors will be such 
well known authorities as Dr. Benjamin Goldberg of the Municipal Tuber- 
culosis Sanitarium, Chicago, Dr. David Stewart of the Manitoba Sana- 
torium, Ninette, Dr. Howard Holbrook, Mountain Sanatorium, Hamilton, 
Ontario, Dr. S. A. Douglass, Valley View Sanatorium, Paterson, Dr. 
R. E. Wodehouse, Dr. Horace Lo Grasso, Dr. Henry Boswell, and Dr. 
Lawrason Brown. Among .the subjects which this section will present 
will be “The General Hospital in the Care of the Tuberculous,” “An 
Educational and Vocational Programme for Convalescent Patients,” 
“Sanatorium Economics and Diagnostic Services,” “The Sanatorium’s 
Responsibility in Safeguarding Its Employees,” and “Surgery in the 
Treatment of Tuberculous Patients.” This program is of exceptional 
interest not only to hospital people who are connected with tuberculosis 
institutions but to all of our hospitals. 

The program for the Out-Patient Section is being arranged by Dr. Fred 
Carter, Ancker Hospital, St. Paul. This is in process of completion and 
will be assembled within a few days. 

The program for the Teaching Hospital Section, with Dr. R. C. Buerki 
of the University Hospital, Madison, Wisconsin, as chairman, is being 
prepared and will be available within a short time. 

The Small Hospital Section is preparing a program of special interest 
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for the small hospitals. This section is not yet ready to release its program, 
but it will be of very large value when it is completed. 

Among other prominent hospital people who will address the convention 
are Dr. Joseph C. Doane, president of the American Occupational Therapy 
Association and past-president of the American Hospital Association, Mrs. 
Irving Robertson, who is one of the leaders of the Mothercraft Society, 
and Dr. F. W. Routley of Toronto. Arrangements are being made to 
have a general session to incorporate in its program several of the prom- 
inent speakers mentioned above, as well as others. 

The local transportation arrangements for the convention are in the 
hands of Mr. R. R. Hewson, superintendent, Toronto East General Hos- 
pital. The arrangements for the banquet and ball are being made by the 
local Banquet Committee under the chairmanship of Mr. J. H. W. Bower, 
superintendent, Hospital for Sick Children, and the Tuesday evening 
dinner and dance is being arranged by the Local Entertainment Committee, 
under the chairmanship of Mr. C. J. Decker, superintendent, Toronto 
General Hospital. 

_The Hospital Exhibitors’ Association have excelled themselves this year 
ir arranging for the finest commercial exhibit they have ever staged. In 

a@dition to the many commercial firms from the United States which will 
participate in our convention Mr. Swanson has arranged a wonderful 
exhibit by the Canadian firms. It will afford an unexcelled opportunity to 
compare products and prices of hospital supplies assembled from all over 
the world. Some of the recent developments in equipment will have a 
particular interest for the hospital administrators. 

Transportation arrangements have been perfected and those traveling by 
rail or by water will be able to secure reduced rates on all transportation 
lines. The railway and steamship lines are making a rate of fare and one- 
half for the round trip, with a ten-day limit for those attending the con- 
vention, and the summer rates covering thirty days or more limit can be 
secured at a slight additional expense, which will permit the delegates to 

‘go to Toronto by one route and return via another. A circle tour is 
included in this rate, carrying the passenger to New York or Washington 
and returning home on the same ticket and at the usual summer rates. 
The hotels are arranging to give good care to the large number of people 
who will be in attendance. 

The Royal York Hotel will be the headquarters for the American 
Hospital Association and the King Edward Hotel for the Hospital Ex- 
hibitors’ Association. There are many other excellent hotels in Toronto, 
all of which are arranging for the delegates a very pleasant week’s stay 
in their city. : 
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RIGHT OF THE GOVERNING BOARD OF A 
HOSPITAL TO DETERMINE WHAT PRAC- 
TITIONERS MAY AND WHAT PRACTI- 
TIONERS MAY NOT USE HOS- 

PITAL FACILITIES? 

By T. V. McDavirrt, LL.B. 


Bureau of Legal Medicine and Legislation, American Medical Association 
RECENT OPINION of the attorney general of Illinois seems to have 
A caused some confusion among hospital managers in Illinois with 
respect to the authority of the governing boards of hospitals to 
determine what practitioners of the healing art may pursue their calling 
within the precincts of those hospitals. That opinion suggested the timeli- 
ness of discussing this subject. 

For present purposes hospitals may be classified as governmental or 
private. A governmental hospital may be said to be one supported, in 
whole or in part, by public revenue and managed and controlled by the 
federal government, a state, county, or municipality, or a combination 
thereof. A private hospital is one owned and controlled by some agency 
other than governmental and may be conducted for profit or be charitable 
in scope. The law is well settled that the governing boards of private 
hospitals have the right to determine, either reasonably or arbitrarily, the 
qualifications of the non-sectarian physicians and other practitioners of 
the healing art who may practice within the several hospitals under their 
control. (People v. J. F. Burnham Hospital, 71 Ill. App. 246; Van 
Campden v. Olean General Hospital, 205 N. Y. Sup. 554 [Aff. by N. Y. 
Ct. of Appeals in 147 N. E. 219]; Harris v. Thomas et al. [Tex.], 217 
S. W. 1066; Wolf et al. v. LaCrosse etc., 181 Wis. 33, 193 N. W. 924.) 

The situation is somewhat different with respect to governmental hos- 
pitals. In such hospitals the governing board may not adopt arbitrary 
rules and regulations. The rules and regulations adopted must be reason- 
able and tend to promote efficiency in the conduct of the hospital affairs 
such as is necessary to enable the institution better to fulfill its obligations 
and duties to the public for which it is founded and maintained. In deter- 
mining whether or not regulations which in effect limit the use of hospital 
facilities to non-sectarian physicians are reasonable, it will be necessary 
to consider the presence or absence of some state statute or state consti- 
tutional provision which might limit the board’s discretion in the matter. 

If there is no statute making it mandatory for a public hospital to admit 
all practitioners who desire to use hospital facilities, the case of Hayman 


1Read before joint meeting of the Illinois, Indiana, and Wisconsin Hospital Associations, Chi- 
cago, May 14. 
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v. City of Galveston, 47 Sup. Ct. 363, decided by the United States 
Supreme Court in 1927, may be taken as illustrative of the right of hospital 
governing boards to adopt regulations of the character here in discussion. 
The constitution of the state of Texas contains a provision that no prefer- 
ence shall be given by law to any school of medicine. All applicants for 
licenses to practice any form of the healing art take the same examinations 
given by the board of medical examiners and all receive unlimited licenses 
to practice medicine. The governing board of a municipal hospital in 
Galveston adopted a regulation excluding cultists from the hospital. Hay- 
man, a licensed osteopath, sought to enjoin the enforcement of that regula- 
tion. Various lower federal courts denied him any relief and he appealed 
to the Supreme Court of the United States. That court said, in part: 
“But it is argued that if some physicians are admitted to prac- 

tice in the hospital all must be or there is a denial of the equal 

protection of the laws. Even assuming that the arbitrary exclusion 

of some physicians would have that legal consequence in the cir- 

cumstances of this case, the selection complained of was based 

upon a classification not arbitrary or unreasonable on its face . 

We cannot say that a regulation excluding from the conduct of a 

hospital the devotees of some of the numerous systems or methods 

of treating diseases authorized to practice in Texas is unreasonable 

or arbitrary. In the management of a hospital, quite apart from 

its use for educational purposes, some choice in methods of treat- 

ment would seem inevitable, and a selection based upon a classifi- 

cation having some basis in the exercise of the judgment of the 

state board whose action is challenged is not a denial of the equal 

protection of the laws.” 

The Supreme Court of Colorado, November 25, 1929, followed the 
decision of the United States Supreme Court in the Hayman case, supra, 
in Newton v. Board of Commissioners of Weld County, 282 Pac. 1068. 
The situation in Colorado, however, differs from the situation in Texas, 
where there is a constitutional provision against discrimination on the 
ground of sectarian practice. In the Colorado case, Newman, an osteopath, 
sought to enjoin the board of commissioners of Weld County from en- 
forcing a rule which, in effect, barred osteopaths from practicing in a 
county hospital in Weld County. It will be noted that, as in Texas, in 
Colorado osteopaths are examined by the medical board, take the same 
examination as non-sectarian practitioners, and receive unlimited licenses 
to practice medicine. The court said, in part: 


“A physician has no constitutional or statutory right to practice 
his profession in a county hospital. The county board has complete 
supervision and control of county hospitals in this state. A regu- 
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lation excluding from the county hospital, or the right to practice 
therein, the devotees of some of the numerous systems of treating 
disease authorized to practice the profession in Colorado is neither 
unreasonable nor arbitrary. Some choice of methods necessarily 
exists, and we cannot say that in the case at bar the county board 
of commissioners did not have an adequate basis for its resolution. 
Neither can we say that this resolution was not justified upon the 
ground, which abundantly appears in the record, that, if the right 
to practice in the county hospitals were open to all the different 
schools of medicine, there would be constant jealousies and dis- 
satisfaction between the rival schools of medicine which probably 
might or would greatly lessen the usefulness of the public hos- 
pital. Not being contrary to any provision of the federal or state 
constitutions or of the laws of this state, its determination can- 
not be set aside by use.” 

So far as I can ascertain but two other reported cases appear in this 
field. In an Idaho case (Lambing v. Twin Falls County, ete., 45 
Idaho 468) the facts were these: The county commissioners of Twin 
Falls County adopted a resolution which, in effect, excluded all cultists 
from following their calling in the county general hospital. Certain 
osteopaths sought to enjoin the enforcement of this resolution. In the 
meantime, the county commissioners rescinded the regulation and certain 
non-sectarian physicians then attempted unsuccessfully to force the county 
commissioners to enforce their original resclution. The record of the case 
is rather involved but out of it may be Jeduced the rule that the governing 
board of a public hospital, in the absence of constitutional or statutory 
prohibitions, may determine who shall and who shall not have the privilege 
of practicing within the institution. The only case that may fairly be cited 
against this proposition is Henderson v. City of Knoxville (Tenn.), 9 
S. W. (2d) 697, 60 A. L. R. 652. There the court denied that the man- 
ager of a governmental hospital could deny a physician the right to practice 
within the institution because the physician’s conception of professional 
conduct did not conform with the manager’s conception of it. The logic of 
the court in arriving at its conclusion is difficult to follow and unless there 
is some statute not cited by the court that controlled the decision, it seems 
probable that the decision was influenced by sympathy for the physician 
who had been excluded from practice. It should be noted, also, that 
although this case was decided subsequent to the decision of the United 
States Supreme Court in the Hayman case, supra, no mention is made of 
that decision. 

In some states there are statutes which in some manner or other may 
bear on the question of the governing board’s right to enforce a regulation 
that may, in effect, bar certain types of physicians or certain schools of 
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physicians. It is difficult to lay down any general dogmatic rule. The 
situation in each state and the pertinent statutes must be studied individu- 
ally. I have not undertaken a general survey of the statutes of all the 
states in this respect and must confine the discussion to a consideration of 
the statutes of three states, which the Bureau of Legal Medicine of the 
American Medical Association has recently been called on to construe. 
However, these statutes, I think, may be taken as fairly representative of 
statutes of this sort. 

In Indiana there is but one statute which might affect the discretion of 
the governing board of governmental hospitals in this respect. Cities of 
the fourth or fifth class may maintain general hospitals by virtue of Sec- 
tions 10062-65, Burn’s Annotated Statutes, 1926. Section 10063 provides, 
in part: 

“Such hospital, when constructed, shall be open to all citizens 
of such on reasonable terms, and shall be open on reasonable terms 


to all physicians of such city who desire to place patients therein.” 
While in construing this statute the question might arise as to the right 


of such hospitais to bar cultists, I do not see how the question could be 
resolved in favor of the cultists. It will be noted that the right is given to 
all physicians of the city to place patients therein, subject to such reasonable 
terms as may be specified by the governing board of the hospital. As 
previously noted, the Supreme Court of the United States has already 
passed on the point whether or not a determination that practice in such 
hospital shall not be afforded osteopaths is reasonable. To review, briefly, 
the Supreme Court’s decision in that respect: It was said in the Hayman 
case, supra: 
“Even assuming that the arbitrary exclusion of some physicians 
would have that legal consequence (denial of the equal protection 
of the laws) in the circumstances of this case, the selection com- 
plained of was based upon a classification not arbitrary or unrea- 
sonable on its face . . . We cannot say that a regulation exclud- 
ing from the conduct of a hospital the devotees of some of the 
numerous systems or methods of treating diseases . . . is unrea- 
sonable or arbitrary.” 
In Michigan there is a statutory provision with respect to county hos- 
pitals, which reads as follows: 
“In the management of such hospital no discrimination shall be 
made against practitioners of any school of medicine recognized 
by the laws of Michigan, and all such legal practitioners shall have 
equal privileges in treating patients in said hospitals . . . ” 
This has recently been construed, though not by a court of appellate 
jurisdiction, in Houton v. Board of Hospital Managers of Hurley Hospital, 
Flint, Michigan, decided by Glenn B. Gillespie, Circuit Judge, in 1929. 
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Judge Gillespie rendered a well-reasoned opinion which is well worth 
discussing. That case arose out of the efforts of the board of managers 
of Hurley Hospital to exclude from practice in the Hurley Hospital, a 
county hospital—or at least from certain types of practice—physicians 
who, regardless of their school of practice, were not deemed qualified. 
Houton was denied the privilege of doing major surgery in the hospital 
and filed a bill of complaint to restrain perpetually the city of Flint and 
the board of hospital managers from establishing and enforcing any rule 
or regulation preventing him from having the free use of the Hurley 
Hospital for the care of patients. Though a decree was granted Houton, 
the case turned not on the right of the proper governing board to enact 
the regulation in question, but on the right of the board to delegate its 
right to adopt regulations to a so-called executive committee of staff 
members, which had been done in this case. It will be noted, however, 
that Judge Gillespie had this to say: 
“A hospital is primarily for the use and benefit of the patients 
and not for physicians. The purpose of such an institution should 
be to render improved service to the sick and to furnish the best 
possible facilities for the use of its patients. As an incident to 
such service the board of managers should endeavor to stimulate 

_the study of surgery and increase the efficiency of physicians and 

surgeons. In order to accomplish the purposes of its organization, 
the managers may make and enforce reasonable rules and regula- 
tions, even though the effect of such rules may be to exclude cer- 
tain members of the medical profession from practice in the in- 
stitution who do not possess the necessary qualifications . . . To 
hold that the authorities of a public hospital have no right to make 
reasonable rules and regulations for the conduct of the hospital, 
and that every licensed physician or surgeon must be admitted to 
unlimited practice therein on the same basis, would, in many 
instances, impose an undue burden on the institution, and indirectly 
on the taxpayers whose money is used in its support.” 

This, I think, is indicative of how the statute should logically be con- 
strued. 

Now to turn to the state the opinion of whose attorney general has 
forced this discussion—Illinois: In Illinois, cities of under 100,000 may 
establish municipal hospitals under authority of Section 175, Chapter 23, 
Smith-Hurd’s Illinois Revised Statutes, 1929, which in part provides: 

“All physicians who are recognized as legal practitioners by the 
state board of health? of Illinois shall have equal privileges in 
treating patients in said hospital.” 





2The functions of the state board of health with respect to the licensing of practitioners of the 
healing art have been assumed by the department of registration and education since the date 
of the enactment of this statute. 
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The head of the department of health asked the attorney general for an 
opinion as to the right of a board of directors of a city hospital in Decatur 
to fix a standard of qualifications for those who might practice in that 
hospital. The attorney general rendered an opinion December 18, 1930, 
which apparently has been taken by the public to stand for the proposition 
that the governing board of such a hospital may not bar any legal practi- 
tioner of the healing art. But the opinion itself does not seem to bear 
that interpretation. The attorney general said, in part: 

“The board of directors of such hospital would have no author- 
ity, under the statute, to pass any rules or regulations preventing 
all legal practitioners from having equal privileges and treating 
patients in such hospital.” 

The opinion is perfectly correct in such a statement. All practitioners 
of the healing art who are legally licensed have equal rights to practice in 
such hospitals. This right, however, is not absolute but, as has been 
pointed out in the Hayman and Newton cases, supra, is subject to such 
regulations promulgated by the governing board of the hospital as will 
reasonably tend to promote efficiency in the conduct of that hospital’s af- 
fairs. If the board of directors concludes that certain standards of physi- 
cal, moral, and professional fitness are essential to the government of the 
hospital, it may fix such standards provided only that it leaves it open to 
every practitioner of the healing art who is recognized as a legal practi- 
tioner by the department of registration and education and who conforms 
to those standards to show evidence of that fact. A hospital, under such 
circumstances, is open to all physicians on equal terms. 

It is also stated in the opinion that : 

“The medical practice act provides for an examination to be 
passed by those desiring to practice medicine and the person suc- 
cessfully passing such examination and receiving a license as such 
cannot be subjected to further examinations or qualifications by 
any hospital board. 

“The department of registration and education has the power 
and authority to determine and fix a standard of qualifications 
for those practicing medicine and such power is not delegated to 
public hospitals.” 

Again, the opinion of the attorney general is literally correct. If, how- 
ever, the meaning of the language used is that the governing board of such 
a hospital must. admit all practitioners of the healing art and may not 
enforce, in their admittance or exclusion, such regulations as will reason- 
ably tend to promote efficiency in the conduct of the hospital’s affairs, the 
opinion is wrong. 

As was said in the Hayman. case, supra: 
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“But the only protection claimed here is that of appellant’s 
privilege to practice his calling. However extensive that protec- 
tion may be in other situations, it cannot, we think, be said that all 
licensed physicians have a constitutional right to practice their 
profession in a hospital maintained by a state or political subdi- 
vision, the use of whichis reserved for the purposes of medical 
instruction. Jt is not incumbent on the state to maintain a hospital 
for the private practice of medicine.” 

If the opinion of the attorney general is to be construed as compelling 
the governing board of a governmental hospital to admit all legal practi- 
tioners of the healing art, the governing board, logically, would be pre- 
vented from excluding a physician known to be a moral reprobate or a 
physician known to be suffering from syphilis or a physician negligently 
or wilfully creating dissatisfaction in the hospital among physicians, nurses, 
paticnts, and the administrative staff. A physician convicted of criminal 
abortion and at liberty on bond pending the result of an appeal could not 
be excluded from practicing in the hospital. The board of directors would 
be left powerless to manage the hospital on a rational basis if the board 
were absolutely devoid of all authority to pass on the qualifications of 
physicians who treat patients in the hospital. 

I cannot lay down an absclute rule as to what particular regulations will 
Le held, to be reasonable. The best I can do, without an opportunity to 
study the situation in each particular statc, is to quote a portion of Judge 
Gillespie’s decision in the Houton case, supra: 

“It is impossible for the courts to attempt to state the nature 
or extent to which such regulations will be upheld. Some limita- 
tions, however, suggest themselves. The rules and regulations in 
order to Le sustained must not be arbitrary or unreasonable; they 

must be necessary to enable the institution to better fulfill its 
obligations and duties to the community ; they must not be discrim- 
inatory and must be uniform and applicable alike to all physicians ; 
they must not be such as to preclude any physician or surgeon 
from the reasonable practice of his profession; they cannot, ot 
course, contravene any of the provisions of the Medical Registra- 
tions Act and must be based upon fixed and reasonable standards 
and not upon the personal or arbitrary conclusions of the staff or 
board of managers. Wéiihin these and similar limitations, the 
board of managers has the right to enact rules and regulations and 
to prescribe uniform standards and qualifications, based upon 
educational qualifications, previous training, and experience, which 
must be possessed by physicians admitted to unlimited practice.” 
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NURSING EDUCATION AND ITS RELA- 
TION TO THE SMALL HOSPITAL'* 


By Appa Exprence, R.N. 


Director, Bureau of Nursing Education, Madison, Wisconsin 


tunity to say almost anything about schools of nursing and nursing 
education, provided the saying is in relation to the hospital. 
The term “small hospital” needs explanation. What exactly do you 
mean by a small hospital? To some people it means fifty beds or under; 
to others a hundred beds or even more. 


Ce WOULD SEEM TO BE an all-inclusive title, allowing me an oppor- 


Believing as I do that the hospital of fifty beds or less should not 
establish a school of nursing, not only because of the student but be- 
cause undoubtedly it would be an expensive luxury for the hospital, I will, 
for the purpose of this paper, discuss nursing education in connection 
with the small hospital of from sixty-five to one hundred beds. We will 
take it that the hospital has no school and is thinking of establishing one. 
What should influence the starting of this school? There are so many 
points to be considered here that unless I prolonged this paper beyond the 
limits assigned, I could not cover the points; so I make no effort even to 
outline what I would consider good reasons. First, we would say that 
the board of trustees must be convinced that it is a part of their duty, owing 
to one of several good reasons, to undertake the education of nurses in 
their institution. 

I believe it is agreed by all hospital people concerned with nursing educa- 
tion that in the education of nurses the hospital should have clinical 
material in the four basic services (medicine, surgery, obstetrics, and 
pediatrics) to give a well rounded training and that such services as can- 
not be given in the home hospital must be provided for by affiliation. 
Then we are also beginning to believe that in addition to these, experience 
in the care of mental patients, experience in communicable disease nursing, 
and a knowledge of public health are essential to a thorough, well rounded 
nursing education. 


The question is, does the average hospital in this category have enough 
clinical material for this well rounded education? What proportion of 
each of these services should be considered essential for a school either 
with or without affiliation? In Wisconsin we have ten schools connected 
with hospitals, which fall into the category I have taken for this discussion, 
or a bed capacity of above sixty-five and not more than one hundred, The 


1Read before the Iowa Hospital Association, Cedar Rapids, March 11, 
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NURSING EDUCATION AND ITS RELATION TO HOSPITALS 


total number of patients ranges from sixty-nine to 101. The highest num- 
ber of patients during 1930 in any one of these ten hospitals was 3,274, 
the lowest 1,049, but there is a great variation in the number of divisions 
of these four major services of which no account is taken. 

The greatest number of surgical cases in any one of these hospitals is 
2,292, the lowest 303. In medicine the range is not so great, the highest 
number of medical cases being 590 and the lowest 362. In obstetrics we 
have a still greater variation, 1,104 being the highest number, and in one 
hospital there were but fifteen patients. The record for the number of 
pediatric cases is not kept in these hospitals, since all of them give pediatrics 
by affiliation. These figures, so important for any educational studies, 
should be separated in an institution conducting a school of nursing or 
giving intern experience. Obviously, the school having but fifteen 
obstetrical patients must give obstetrics by affiliation because, as we require 
that each nurse shall assist at the delivery and in the care of at least 
twelve obstetrical patients, this institution would barely have experience for 
one nurse per year. Quite as obviously, the school with fifty-nine patients 
in the obstetrical department during a year should probably affiliate. 

All nurses are familiar with the necessity for careful planning of each 
student’s three-year course at the time she enters the school of nursing. 
A.superintendent of nurses who is an educator will carefully plan every 
day of the three years, while the student is in the preliminary course or 
during her first semester. Of course, such plans will be changed from 
time to time since we are dealing with the human element. Students will 
be ill and the number of patients will vary. Later we will touch on what 
should be done to meet some of these situations. 

When we talk of affiliations, we are immediately faced with quite another 
problem. What is the effect of the location of the hospital on the distribu- 
tion of medical and surgical cases? What should be the number of these 
patients in the hospital each month during the year? We find that in 
making an accurate study we would be obliged to know not only the daily 
average of patients in the hospital but the daily average of patients in each 
service. In Wisconsin, we have not made this refined study. In pediatrics 
we have adopted New York’s count of the medical pediatric service to 
determine if the pediatric service is adequate. We have determined in 
pediatrics that it is necessary to eliminate from the count newborn babies 
and tonsil and adenoid cases, because otherwise there would be an appar- 
ently sufficient number of children, whereas in reality the pediatric service 
would be most inadequate. To decide this it is necessary that we know 
about the average number of patients on each service each day. Obviously, 
a mere percentage of the number of patients on each service in the hospital 
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for the year will not show what we must know. The distribution of these 
patients day by day is the important factor. 

We then have to take up another problem for consideration, and that is, 
what should be the number of students in a school connected with a hos- 
pital of this size? We have in Wisconsin rather arbitrarily taken as a 
standard one nurse to two patients, believing that otherwise you would 
not have enough students to care for the patients during the period of 
affiliation, but, quite as obviously, this figure will not hold in the smaller 
hospital. If we are to allow for proper affiliation, the smaller the hospital 
the greater the necessity for a larger ratio of nurses to patients, probably 
one to one if sufficient nursing force is to be maintained in the home school 
while the students are sent for affiliation. 

With reference to the distribution of patients, a merely casual glance 
at some figures that we have accumulated will show that there is perhaps 
a more even distribution of patients in the different services where the 
hospital is situated in a more rural section than in some of our larger 
hospitals in the larger cities. For instance, these figures show that the 
proportion of medicine to surgery in the Milwaukee hospitals is in the 
less than 20 per cent class—that is, 20 per cent or less of medicine. Of 
the nine Milwaukee hospitals, seven have less than 15 per cent medicine— 
one less than 10 per cent—while outside of Milwaukee 20 per cent of the 
patients in six hospitals are medical and this is in those hospitals having the 
lowest ratio of medical to the other services. In seven hospitals the per- 
centage of medicine is between 20 and 30 per cent, while in Milwaukee 
only two hospitals have over 20 per cent medicine, one having 33.7 per 
cent and the other 24 per cent. Outside of Milwaukee twelve hospitals 
have over 30 per cent with three having over 40 per cent and one having 
as high as 65 per cent plus. 

From here on, I shall endeavor to give no more figures but to generalize 
from the figures I have given. The preponderance of surgery is greater 
in city hespitals and would consequently, perhaps, warrant (and I am sure 
these figures are practically as true for other states as for Wisconsin) a 
careful study to discover just what affiliations are needed in every hospital 
regardless of its size and location. True also is the fact that probably our 
larger hospitals need affiliation in pediatrics, not because of the size of 
their pediatric departments, but because of the much greater number of 
students and this very preponderance of surgery. 

We cannot even determine the need for affiliation from the number of 
patients during the year but must make a careful study of the number in 
each service each month. For instance, take the hospital which in my study 
shows the smallest number of medical patients, 336—this is less than one 
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patient per day per year. Obviously, it is only by a study of the number 
of patients admitted and the number of nursing days that we can even see 
how many medical patients are possible and necessary in the hospital - for 
the adequate training of nurses. 

Yet many of our hospitals do not keep or have difficulty in showing the 
number of nursing days. For instance, according to the standard curri- 
culum, in medicine the student should have a minimum of four months 
and in surgical nursing the same, in a one hundred bed hospital with, we 
will say, fifty students; we have four hundred medical patients and nine 
hundred surgical patients per year but no record of medical and surgical 
days has been kept. What should be the number of days necessary to 
provide experience for these fifty students? One-third of the students 
must be on medical service each of the three months for a period of four 
months each, which means that every day you will find one-ninth of the 
student body on duty in the medical wards at a ratio of two patients to a 
nurse. There would have to be a daily average of eleven medical patients 
at all times during the year and this requires a total of at least 4,015 patient 
days in the medical service in order to provide minimum experience for 
fifty student nurses. Conversely, if surgical days are more than 4,015, 
to give the student only the amount of surgery which she needs, it would 
be necessary to employ graduate nurses on floor duty or find some other 
method of caring for the surplus of surgical patients. 


I am afraid we would have difficulty in convincing hospital boards, par- 
ticularly of the small hospital of less than one hundred beds, that it is not 
sound to run a school of nursing unless these very practical matters have 
been thought out and definite means taken to provide for these con- 
tingencies. 

Another factor making it very difficult to decide upon whether a school 
of nursing should or should not be maintained is the fact that in a hospital 
of from sixty-five to one hundred beds there is probably no segregation 
of patients. An attempt is made in all hospitals to segregate the obstetrical 
department but if this is watched carefully, we will find that the records 
will show other cases in the obstetrical department. We are always 
assured that these are clean medical or surgical cases.. However, we have 
no statistics to show how many non-obstetrical cases are cared for in the 
obstetrical department, and therefore whether the obstetrical service is a 
continuous obstetrical service or a mixed obstetrical and surgical service. 


Another very difficult point to be considered in establishing a school in 
the small hospital is that the services are generally not in wards but in 
private rooms, making it difficult in the assignment of patients to give a 


[ 89) 





Fe 
i 


ner e 


SSS 


CT 








H 


THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


well rounded service or to give a connected service of any kind and also 
making the problem of supervision more difficult and expensive. 

By the use of case records with the diagnosis and the number of nursing 
days, we are able to reduce the nursing days of the patient to calendar 
days and thereby have a fairly accurate record of the amount of experience 
in the different services. This, however, means very careful supervision 
of the student and an assignment of patients to each service, if it is to be 
continuous, and careful supervision to see that her record is kept cor- 
rectly. It also means a tremendous addition of clerical work to the 
work of the superintendent of nurses, who as a rule has, in the smaller 
hospital, the whole care of records, fewer assistants, and little or no steno- 
graphic service. 

I wish to speak of certain things regarding affiliation necessary in these 
small hospitals, for which I am presenting no figures. It is a difficult thing 
to send students away for affiliation. The affiliated school must have a 
continuous service, each student replacing another student, if it is to be able 
to run through affiliated service. The home school must then meet all the 
problems of affiliation and be the one which resumes the burden if a student 
in affiliation has to be replaced. I can assure you that it takes rather special 
ability to plan and meet this continual emergency, if I may so call it. 

Certain schools, owing to the lack of thought on the part of the hospital 
in establishing its school, oblige the student to pay her own transportation, 
as if she were to blame for there being a school in an institution which has 
not sufficient clinical experience for its students. A peculiar hospital atti- 
tude. Boards of nurse examiners are often blamed for demanding affilia- 
tions and it is sometimes difficult for schools to understand why the board 
of examiners insists upon payment of the student’s traveling expenses by 
the school. 

Another matter to be thoroughly considered in the establishing of a 
school is the staff or faculty needed. A class of three students must have 
the same lectures and class work as a class of thirty and requires the same 
amount of preparation on the part of the instructor. It is no more fair 
to the student for a student head nurse to be in charge of a floor because 
the hospital is small, than it would be to have a student nurse in charge of 
the floor, and thus responsible for the training on that floor, in a large 
hospital ; yet the smaller the hospital the fewer the number of supervisors 
and instructors who are employed. 

In the small hospital we often find the superintendent of nurses acting 
as the superintendent of the hospital; then her instructor acts as her 
assistant, and with student head nurses on the floor it is quite obvious that 
a proper amount of supervision. cannot be given to the students. Yet, is 
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the size of the hospital a legitimate excuse for this failure toward the school 
and the student? 

I am not trying to discuss whether or not the hospital can afford the 
number of supervisors or head nurses and the number of instructors neces- 
sary in the small school; I am only calling attention to the fact that they 
are just as necessary as they would be in the larger school. The buildings 
of the school of nursing may be smaller, and not so many bedrooms 
required, but classrooms, laboratories, etc., are just as necessary for the 
few students in the small school as for the many students in the large 
school. 

It is also true that in the large school, as in the small school, much of the 
teaching is the voluntary service given by the busy medical man; but I do 
not think I am wrong in saying that the smaller the hospital, the less con- 
trol the doctor has over his own time, the more often he is called away 
from class and lectures, and the less time he is able to spend in preparation 
of those lectures, if in many instances there is preparation by the busy. 
practitioner for the lectures he gives. One can really believe that the day 
may come in schools of nursing when the doctor will be paid, even if an 
insignificant sum, for the lectures which he gives. Where this is done, 
it is found that the lectures are better prepared and that there are fewer 
lectures which have to be postponed. 

What should be the faculty in a school of one hundred beds? In Wis- 
consin we have settled on the following: Where there is a school having 
fifty students, minimum standard, there must be a superintendent of nurses 
who is also principal of the school, and if she is also superintendent of the 
hospital, she must have a full-time instructor. In addition there must be 
a graduate night supervisor, an operating room supervisor, an obstetrical 
supervisor, and a dietitian. There must be a graduate head nurse in charge 
of each floor or at least one to two floors, and a practicai instructor is also 
required. These of course are not requirements for the best, but for the 
poorest, school—minimum requirements. 

In Wisconsin in the school of more than fifty students, the superin- 
tendent of nurses may not be superintendent of the hospital and of the 
school and she must have an instructor. In addition to this, it is advised 
that there should be assistants to the superintendent who shall have general 
supervision of head nurses of departments, and there must be graduate 
head nurses in charge of floors. Just why we should not require the same 
proportionate number and the same preparation for those who are to 
advise and teach students in a small school as in a large one is perhaps 
beyond our comprehension, even when we set such minimum standards. 

There has been a great deal written of late on the subject of the cost 
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of running a school of nursing versus the cost of running a hospital with 
graduates. One has read with much interest the study of nursing costs by 
Neergaard, Brough, and McNicol, but even now one can hardly feel that 
this cost study is an accurate one. With such a great variation in the 
allowances paid to student nurses in the various schools in the country, 
the statement that the nurse costs $800 more than her allowance is alto- 
gether too general and it does not seem that the material prepared in these 
different studies is-as yet accurate enough to make one agree with the 
statements in the different cost analyses. Also, since this study is of 
hospitals of from one to three hundred beds, we do not think that the 
results would show the same as for the smaller hospital. We are quite 
sure that there would be a great reduction in the number of nurses neces- 
sary if these hospitals did not run schools of nursing and where affiliations 
would not increase the size of the school and the faculty. The student 
allowance is generally higher in the small hospital. 

I have taken only one phase of this subject of the small hospital and its 
school of nursing and nursing education in a hospital the size of which 
was small not only by comparison but in actual fact. 


——_—_+0¢—_—_ 


Monthly Stipends for Student Nurses 
In reply to several requests as to the policy of hospitals in paying 
monthly stipends to student nurses for their period of training, out of 
117 hospitals and training schools : 
60 are paying stipends. 
6 out of the 60 have reduced the monthly stipends. 
19 out of the 60 are considering discontinuing and will probably 
do so. 


— 


proposes to discontinue as soon as the state law permits (this is 
a North Dakota hospital). 
22 have never paid stipends. 
5 out of the 22 charge matriculation fee and tuition. 
27 formerly paid stipends, but have discontinued. 
Out of 8 hospitals reporting from Canada: 
3 are paying stipends, but are considering discontinuing. 
1 never paid the stipends. 
4 formerly paid the stipends, but have discontinued. 
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RELATIONSHIP BETWEEN THE NURSING 
CARE OF THE PATIENT AND THE 
HOSPITAL ADMINISTRATION 


By LAWRENCE C, AusTIN 
Superintendent, Mount Sinai Hospital, Milwaukee, Wisconsin 


ITHIN THE LAST twenty-five years there has sprung up in and 

around the city of Detroit a new business—that of automobile 

manufacturing. For those of you who have never been in an 
automobile factory, it would be interesting to note how things are carried 
on in the manufacture of an automobile. Of course, we all know that 
there are Fords, Buicks, and Lincolns for the three classes of people who 
are to use them: the poor, the middle class, and the rich. It is interesting 
to watch the assembling of the three above mentioned cars. The Ford, 
for instance, is practically stamped out of a piece of metal and put to- 
gether on a moving belt. In the Buick and cars of its class, a little more 
care is taken to give just a little bit more personal attention, while the 
cars of the Lincoln class are practically hand made from beginning to end. 

The hospital falls into one of these classes, dependent upon the type 
of work which it does. There are many hospitals in the Ford class, the 
Buick class, and the Lincoln class. The aim of the hospital world is 
to get as many into the Lincoln class as is possible, from the standpoint of 
make-up, organization, and operation. When I say that the Lincoln car is 
hand made I mean that there is personal attention on every piece of material 
that goes into its manufacture. Such should be the case in the hospital. 

There being more hospitais in the United States of the middle classifica- 
tion, I naturally will confine my attention to this class. If you wili visualize 
the field for a few moments, I will try to compare the modern hospital and 
the modern automobile, and in so doing show the relation of the nursing 
care of the patient to the hospital administration. 

The modern automubile is made of component parts the same as the 
hospital. The chassis of the automobile is analogous to the founda- 
tion of the hospital. The larger and stronger the chassis, the larger and 
stronger the automobile. The same is true of the hospital and its founda- 
tion. The engine of the automobile with its gasoline, electrical, and oil 
systems is the power plant and is rated according to its size and power. 
The engine of the hospital is its administration department, likewise rated 
according to its size and power. The gasoline system is the money it takes 
to run the hospital. The electrical system is its ability to stimulate not 
only those outside the hospital but those inside the hospital to do and say 
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the right things at the right time. The oil system in the hospital is the 
good will. The more good will the smoother will be its operation. The 
body of the car is comparable to the hospital building. 

Through the efforts of the housekeeping and painting departments, the 
cleanliness and beauty of each department is maintained. The mechanism 
of the automobile is taken care of by the mechanic, analogous to the 
engineer, electricians, plumbers, and carpenters in the hospital. The per- 
sonnel of the automobile is usually the driver and his passengers. The 
personnel of the hospital, analogous to the driver, is the superintendent, 
and analogous to the passengers are the patients. We now have what we 
may think a complete automobile and a complete hospital, but both are 
devoid of means of progress. The progress of the automobile is made 
possible through its four wheels, and in my estimation the progress of the 
hospital is made possible through the medical staff, nursing staff, x-ray and 
laboratory departments. As the car progresses, so do its passengers. 
As the hospital progresses, so do its patients. The driver of an auto- 
_ mobile has much to say regarding the kind and type of automobile he 
is to drive, especially if he is the owner. If he is a chauffeur, he must 
meet certain requirements before he is accepted, and then he is given to 
understand that he is to operate the automobile as if it were his own. In 
other words, he is absolutely responsible to the owner for the car and the 
operation of the car. The superintendent is really a chauffeur in a sense, 
operating the hospital for its owners and being entirely responsible for the 
building and its contents, as well as the care of the patients entrusted to 
him. The automobile reacts to the command of its driver. It goes ahead 
slowly, then faster, or stops. It may even go into reverse at his command. 
The hospital is no different, for it is an institutional conveyance for the 
passage of a patient over the road to recovery. When something is out of 
order in the automobile it becomes unruly and very often stops until that 
something is again in perfect working harmony with the rest of the car. 
The same is true in the hospital. Co-operation and harmony are absolutely 
essential. Imagine, if you will, an automobile with three wheels moving 
forward and one moving backward. The speed forward is retarded, and 
although it may finally reach its destination, it will be far behind schedule. 
The same is true of the hospital. The patients suffer when discord breaks 
out. Each department of the hospital has something to do in regard to 
the treatment and care of its patients, the same as each part of the auto- 
mobile has something to do in regard to the conveyance of its load. 

I must stick to my intention of showing the relation of nursing care of 
the patient to the hospital administration. I stated previously that the 
nursing staff was analogous to a: wheel of an automobile. I will say a 


[94] 








real 
beg 
rigt 
dep 
a cl 
tim 
abl} 
race 
wer 
ceiv 
ana 
Sin 

y. 
fun 
disc 
pati 
phy 
of 1 

7 
the 
aid 
whi 
joir 
pati 
of 1 
ing 
Fre 
whi 
the 
car 
par 
nur 
mig 
for 
Yo 
rep 
the 
cha 
the 
rou 
con 








NURSING CARE AND HOSPITAL ADMINISTRATION 


rear wheel, because that is where power is delivered and progress actually 
begins. I might say that it is the right rear wheel, because there are more 
right turns made in the hospital by the nursing staff than in any other 
department. In analyzing the wheel closer we find that it revolves about 
a common center, the axle—the superintendent of nurses. It was some 
time before Henry Ford found out why his first Ford axles invari- 
ably broke off when the cars were a trifle overloaded. He witnessed an auto 
race in France once and was surprised when, after two cars collided and 
were practically demolished, the rear axles remained intact. He re- 
ceived permission to take one home as a souvenir. When he had it 
analyzed, he found it to contain vanadium, a substance which hardens steel. 
Since his discovery he apparently has had no more trouble. 

A large part of the purpose and success of the hospital rests upon the 
functioning of the nursing staff. The service rendered by this staff will 
disclose the standard of the hospital. We should bear in mind that the 
patients, in coming to the hospital, are not only mentally depressed but 
physically fatigued, and in addition have a feeling of uncertainty and a fear 
of the future. 

The superintendent of nurses should be a person of wide experience in 
the nursing field, and must inspire confidence in the patients. The greatest 
aid to medical skill is the courteous consideration of the patient. That is 
why I: would place the medical staff as the second rear wheel of the hospital, 
joining hands with the nursing staff, in order to insure progress for the 
patient. The superintendent of nurses would naturally represent the axle 
of the wheel, an integral part of the hospital or the automobile. Surround- 
ing the superintendent of nurses are her assistants and her instructors. 
From them as a center run the spokes of the wheel—the floor supervisors, 
who support the rim. And now comes that part of the car which bears 
the brunt of the work and the friction of the road. The friction causes the 
car to move forward over the road to its destination, or recovery. This 
part we shall name the tires, represented by the nursing staft: student 
nurses and the general and special duty nurses. The tread on the tires 
might easily be represented by the ward maids, orderlies, and attendants, 
for it is they who usually do the rougher and less skilled part of the work. 
You are probably wondering what part of the hospital or nursing staff is 
represented by the air in the tires. I would say that it is the interest that 
the superintendent takes in the nursing staff. When there is a flat tire, the 
chances are it is the fault of the driver, or superintendent. When such is 
the case, the nursing staff soon crumbles and the ride or progress becomes 
rough and hesitant, and both the car and the hospital must sooner or later 
come to a stop, as far as the patient is concerned. I have just mentioned 
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the fact that I think the blame for the flat tires rests upon the shoulders of 
the superintendent, provided he is given enough gasoline, or money, and is 
allowed to choose his own car or hospital and choose his own road over 
which he must travel. 

The nurses spend three of the best years of their lives in preparation for 
a useful, noble, and humanitarian service. The nurses carry a large part 
of the work of the hospital, the same as the tires of an automobile. The 
hospital is better off for their presence. Imagine, if you will, an auto- 
mobile, especially a passenger car, running about the streets without 
tires. Imagine, if you will, a hospital operated without nurses. 

The head nurse must previously have been a good bedside nurse; she 
must be able to direct the services of the personnel assigned to her to obtain 
the best possible results. She must possess poise and her presence should 
promote an atmosphere of kindness, quiet, and peace. Her ability to inspire 
the members of her staff will result in the ideal nursing staff, just as a 
good tire would withstand the shocks of a rough and rugged road. 

The nursing staff should always be prepared to use the utmost diplomacy, 
kindness, and patience in conferring with the many problems arising in the 
affairs of the patients and their families. Just as in the making of an auto- 
mobile tire good materials are essential, the hospital should maintain not 
only a hospital but an educational institution where the highest educational 
attainments are emphasized. To do less is to fail in its duty to the 
young women who have come to the hospital expecting a modern school 
with adequate housing and facilities, ample class rooms, and necessary 
equipment. There shculd be a sufficient number of teachers and instruc- 
tors and demonstrators. It is not enough to hire a graduate nurse as in- 
structor, unless she has the ability to teach. Every supervising nurse must 
have special professional equipment. There should be a minimum of 
interference with clzss room instructions to insure daily accomplishment of 
an outlined curriculum. Student service must be supplemented with spare 
tires, or trained graduates, in order that the patient may receive proper 
care while the student is absent or in class. 

Preliminary standards of education must be rigidly high, in order that 
the nurse may be taught in a practical and scientific manner, and in order 
to meet the highest ideal—a school for nurses operated according to the 
standards in the better colleges. If a nurse continues in the professional field, 
teaching must be taken from the high school type to instruction comparable 
to that received and assimilated by women of college standards in all pro- 
fessional lines. Nursing leaders of to-day are worried because a large 
number of members are graduating, many of them inadequately trained, 
when the schools should graduate quality rather than quantity. 
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Many graduates of to-day are unwilling to do bedside nursing; are 
unwilling to be spare tires. Something has been missing in their education 
in the past. Good administration requires that the superintendent of the 
hospital hold a sympathetic, helpful, constructive attitude toward his 
school of nursing. The nurses should respect the superintendent and 
respond to his orders the same as the wheels of an automobile respond to 
the dictates of the driver, when the administration is working properly. 

Superintendents owe the nurses an obligation. It should be our duty to 
extend to them, in more ways than one, a warm welcome and all the com- 
forts and refinements of a home, in order to qualify them for higher 
efficiency in their profession. There is a business and social relationship 
in every phase of their conduct and standards, which may be noble, 
honorable, and inspiring, for cur service to humanity is sincerely whole- 
souled and free from taint of commercialism. A wide-awake superin- 
tendent is always on the look-out for possible improvements, knowing full 
well that nothing is permanent. [Every profession continuously adapts . 
itself to the changing demands of society. Compare the automobiles of 
twenty years ago and the ones we have to-day. The hospital must keep 
pace with the advancement of medical and surgical science, as well as 
developments in hospital methods and technique. The hospital superin- 
tendent fosters enthusiasm among supervisors and students. His criticisms 
are usually constructive since he urges improvements. He should have the 
utmost faith in the superintendent of nurses and give her unwavering sup- 
port, and he should be an educator as well as an administrator. 


The New Lakeside Hospital Is Dedicated 


The Lakeside Hospital group of buildings was formally dedicated on 
June 17. The invited guests included representatives from the leading sci- 
entific, medical, civic and educational institutions of the continent. Six units 
of the $15,000,000 medical center at Western Reserve University including 
Lakeside Hospital proper, and the Robb, Mather, Lowman, Harvey, and 
Hanna houses, were dedicated on this occasion. Mr. Frank FE. Chapman 
is director of the University Hospital group. 
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F OUTSTANDING IMPORTANCE to the hospital field was the sixteenth 
() annual convention of the Catholic Hospital Association, held at 

the College of St. Thomas, St. Paul, Minnesota, June 16 to 19. 
Meeting with the Catholic Hospital Association in its seventh annual con- 
ference was the International Catholic Federation of Nurses. More than 
six hundred nuns connected with the operation of Catholic hospitals in the 
United States and Canada, together with four hundred other delegates, 
were in attendance. 


One of the features of the week was the dedication of a bronze tablet 
at St. Mary’s Hospital at Minneapolis to mark the spot where the associa- 
tion was founded in July, 1914. Four of the eleven nuns who met with 
Rev. Charles B. Moulinier, S.J. and established the organization of the 
Catholic Hospital Association at that time were present at this convention. 

Under the presidency of Rev. Alphonse M. Schwitalla, S.J., dean of the 
college of medicine of the St. Louis University, a program was arranged 
covering a wide range of hospital problems. In the general session the 
three main topics -were “Religious Problems and How to Meet Them,” 
“Medical Social Service,” and “Nursing Education.” In the section meet- 
ings the main topics were “The Adequacy of Hospital Service,” “Hospital 
Economics,” and “Nursing Service.” 


In his presidential address Father Schwitalla emphasized the position 
of Catholic hospitals in connection with the problem of birth control and 
urged a restatement of the code of ethics of member hospitals to forbid 
all forms of birth control. 

Among the prominent hospital people appearing on the program were: 
Rt. Rev. Monsignor James C. Byrne, Very Rev. Matthew Schumacher, 
C.S.C., Dean E. P. Lyon, University of Minnesota, Dr. Mark S. White 
of the American College of Surgeons, Sister M. Dominica, Sister Celeste 
Marie, Dr. Monte A. Stern, Mr. Paul H. Fesler, Rev. John R. Mulroy, 
Rev. Patrick J. Mahan, S.J., Rev. Edward F. Garesche, S.J., Dr. Louis 
B. Wilson, Sister M. Patricia, Sister M. Anthony, Dr. Malcolm T. Mac- 
Eachern of the American College of Surgeons, Mr. L. C. Austin, Rev. 
Mother M. Concordia, Dr. John A. Lapp, Miss Mary Roberts, Miss Edith 
Baker, Rev. Frederic Siedenburg, S.J., Sister Helen Jarrell, Sister M. 
Amadeo, Sister M. Domitilla, Sister M. Giles, Dr. William O’Brien, and 
many others. 

Featuring the convention was one of the finest educational and com- 
mercial exhibits which has at-any time been assembled. The com- 
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mercial exhibit was characterized by the display of many new advances in 
hospital apparatus and equipment. 

The discussions of the topics presented developed an unusual interest on 
the part of the delegates to the convention. Important policies in con- 
nection with nursing education and other administrative nursing problems 
were determined upon and adopted. The meeting was a most successful 
one from every standpoint and has contributed very materially in a con- 
structive way to the solution of many hospital problems. 


—_—_-¢ @-@—_—__——_ 


The Performance of New Jersey’s Hospitals 


During the last fiscal year the 125 general and special hospitals of New 
Jersey spent a total of $15,500,000. The sum of $6,390,000 in free service 
was given to needy charity patients in the various communities. The 
general hospitals of the state represent an investment of nearly $50,000,000. 

These statistics were developed in a recent survey made by Commis- 
sioner William J. Ellis, of the state department of institutions and agencies. 
The survey showed the intimate linking up of the general and special 
hospitals with the physical and social welfare of New Jersey’s citizens. 
Of special significance was the important work of the dispensaries and 
clinics connected with the general hospitals in the state. Over 1,140,000 
visits were paid by “out-patients” to these important departments of the 
general hospitals, while the hospitals gave 3,070,000 days’ care to “in-pa- 
tients” during the year. 

The work of the tuberculosis institutions is of particular interest. They 
expended $2,500,000 for current maintenance and gave 700,000 days of 
care during 1930. 

More than 11,500 patients are being treated constantly in the three state 
and six county insane hospitals. 
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HOSPITAL OXYGEN 


By Lucius R. Witson, M.D. 
Superintendent, John Sealy Hospital, Galveston, Texas 
AND 
W. T. Dawson, M.A. 


Professor of Pharmacology, University of Texas 
Pharmacologist, John Sealy Hospital 


increased the amount of oxygen used in our hospital. 

This increase in use has naturally meant an increase in expense, 
and we were led to search for a method of securing oxygen of satisfactory 
quality at a more economical price and even to consider the possibility of 
making our own oxygen. Inquiries were addressed to oxygen manufac- 
turers, and their replies indicated that oxygen of high purity may now be 
made either by the fractional distillation of liquid air or by the electrolysis 
of water. Apparently they knew of no other method being extensively used. 

In obtaining oxygen from air, the air is first freed from its carbon 
dioxide. A plant using machinery similar to that devised by Linde in 1902 
should be able to produce oxygen of 98.5 per cent purity. A plant using 
the 1926 improvements could increase the purity to 99.5 per cent. (Ency- 
clopedia Britannica, 14th Ed., “Oxygen”.) This information agrees with 
statements made by ten manufacturers of so-called “commercial” oxygen 
who used the liquid air process. Their claims as to purity of product 
ranged from 98.5 per cent to 99.8 per cent oxygen. One company stated 
that any oxygen found below 99.5 per cent purity would be replaced with- 
out charge. This is to be compared with the United States Pharmacopeia 
requirement of 98 per cent purity. The 0.2 per cent to 1.5 per cent of 
impurity is stated to consist only of such harmless substances as are nor- 
mally present in air, chiefly nitrogen and argon, with minute amounts of 
carbon dioxide and hydrocarbons and infinitesimal traces of inert gases 
such as krypton and xenon. 


ee in therapy and in anesthesia during the past few years have 


From actual experimental data on a large plant using the liquid air 
process, it has been found that oxygen can be produced at between $6.00 and 
$7.00 a gross ton. Reckoning 22,420 cubic feet to the ton (2,000 pounds) of 
oxygen, the basic cost appears to be about forty cents per thousand cubic 
feet. This cost includes material, power, and labor. Overhead must be 
added and is high, since present oxygen plants are constructed almost 
entirely of copper. When this oxygen reaches the user, its price has risen 
to from $10 to $25 per thousand cubic feet. It is delivered in metal cylin- 
ders, which are of course very heavy and involve storage, transportation, 
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HOSPITAL OXYGEN 


and handling charges besides the cost of filling, and profits. The smaller 
the cylinder the greater the cost of the oxygen per cubic foot, and for this 
reason we prefer large tanks containing 110 to 280 cubic feet. 

Small liquid air oxygen plants are not regarded as practical. The “heat 
leak” into the interior of the machine, which must be kept intensely cold, 
becomes proportionately much greater with a small apparatus, and the 
power requirement becomes excessive. A hospital, therefore, which planned 
to install a small oxygen plant in order to reduce its oxygen bill would 
probably not find this a desirable type. The low cost figures given above 
apply to plants of a capacity of about five tons (110,000 cubic feet) a day, 
and in continuous operation. The capacity is of course beyond the require- 
ments of any hospital. 

The electrolytic process for making oxygen is also in commercial use in 
the United States. The purity claimed is 99.5 per cent to 99.9 per cent. 
The impurity is generally stated to be hydrogen. The presence of water 
vapor also was admitted by one manufacturer. 

An electrolytic oxygen plant has the great advantage of being susceptible 
to intermittent operation as oxygen is needed. A plant with a capacity 
of from 40 to 100 cubic feet of oxygen per hour would cost from about 
$4,000 to $12,000, depending on capacity and on the range of accessory 
equipment provided, such as storage tank and cylinders. Such a plant 
should produce about 3 cubic feet of oxygen of 99.5 per. cent purity or 
better for every kilowatt hour of alternating current used and is said to 
run with very little attention, part time work of an engineer being all the 
labor required. The actual electrolytic tank uses direct current at about 
2.3 volts. The cost of the oxygen naturally depends largely on the cost of 
electric power. At one cent per kilowatt hour the power cost, which is the 
principal item, would be $3.34 per thousand cubic feet. A hospital which 
used a large amount of oxygen, or obtained its electric power very cheaply, 
might possibly save some money by installing an electrolytic oxygen plant. 
A hospital, in a locality remote from oxygen plants and with high freight 
charges on its oxygen supply might well look into the possibility of oxygen 
manufacture by this process. The fire hazard is stated to be no greater 
than that of storage batteries. In view of the low transport cost and con- 
sequent fairly moderate price of commercial oxygen locally, we felt that if 
this oxygen was of satisfactory quality very little could be gained in our 
case by the installation of a small oxygen plant. 

We considered carefully the possibility of using commercial oxygen. 
The cost of commercial oxygen in large tanks we found to be approxi- 
mately one-third what we had been paying for oxygen. While the possible 
saving was considerable, it alone could not be the deciding factor. The main 


[ 101 ] 








THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


point to be considered is the purity of the oxygen. In order to ascertain 
this, we addressed inquiries to our two large sources of supply, asking if 
their oxygen met the requirements of the United States Pharmacopeia. 
They both assured us that it did, the purity being stated as 99.5 and 99.8 
per cent respectively, and compliance with the other pharmacopeial tests 
was also guaranteed. Since the United States Pharmacopeia is the legal 
standard for drugs, this seemed to be adequate assurance of the purity of 
our supply of commercial oxygen for both therapy and anesthetic pur- 
poses. We also directed letters to ten of the leading hospitals of the 
United States and Canada, inquiring about the kind of oxygen used in 
these hospitals. From their replies we learned that four were using com- 
mercial oxygen for both therapy and anesthesia, seven were using it for 
therapy, and five were using it in anesthetic mixtures. A sixth superin- 
tendent stated that he had recently placed a trial order for commercial 
oxygen for anesthetic mixtures after consulting several anesthetists and 
being assured of its safety. None of these hospitals reported any diffi- 
culty with its use. 

Our conclusions from this study are: 

(a) That the manufacture of oxygen by a hospital for its own use 
would in most cases not be an economy. 

(b) That commercial oxygen guaranteed to comply with the United 
States Pharmacopeia standards is available to us. Its use appears to be in 
line with good hospital practice, and has effected considerable saving. 


iS 















Mr. Sanders 


Mr, Elmer E. Sanders, superintendent of Ravenswood Hospital, 
Chicago, and president of the Hospital Association of Illinois, died 
on the 6th of June of coronary thrombosis, after an illness of two 
weeks and two days. Mr. Sanders was widely known as a hospital 
administrator. He attended with regularity the national and State 
conventions of hospital associations and his friends in the hospital 
field were legion. He had been superintendent of the Ravenswood 
Hospital since its incorporation, as an institution for no profit, in 
1921. Through his administrative efforts he developed it into one 
of the leading institutions in Chicago. He had been a member of 
the board of trustees of Ravenswood Hospital for many years. 
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THE TECHNICAL EXHIBIT AT THE 
TORONTO CONVENTION 


HE TORONTO CONVENTION will afford an opportunity to hospital 

people personally tq inspect, price, and purchase the latest develop- 

ments in hospital equipment. The firms exhibiting at Toronto, many 

of which have participated in our conventions since 1916, represent the 
highest quality of merchandise offered to the hospital field. 

For fifteen years the conventions of the American Hospital Association 
have been merchandise marts for visiting hospital people. At the Toronto 
convention all previous efforts will be surpassed. The exhibits have been 
carefully selected and in inviting the exhibitors to participate in this con- 
vention, both the quality of the merchandise and the character of the 
manufacturers and dealers who represent the merchandise is guaranteed. 

The hospital executive derives as much benefit from inspection of and 
inquiry into the hospital equipment exhibited, both new and old, as from 
the discussions of the scientific papers presented at our conventions. The 
exhibits afford a better opportunity to examine merchandise, ascertain the 
trend of prices, and make personal contacts with manufacturers and dealers 
than is afforded at any other time or in any other manner. A visit through 
these exhibits will be worth, in a material way, all it costs a hospital repre- 
sentative to attend this convention. 

It is a duty we owe our hospitals as well as ourselves to inspect these 
exhibits thoroughly. Many manufacturers in this convention have spent 
important sums in perfecting the equipment and supplies for hospital use. 
We should show our appreciation of their work and of their products, 
and should contribute to their material prosperity by confining our pur- 
chases to the firms that are giving us the opportunity to examine their 
wares. Our exhibitors, without exception, give a larger return for pur- 
chases made from them, quality of merchandise considered, than any of 
their competitors can give. 

The board of trustees of the American Hospital Association extends a 
cordial welcome to all of our exhibitors and wishes them a very pleasant 
and profitable week, not only in a financial way, but in a wealth of new 
business contacts and a greatly widened market for their products. Hos- 
pital people everywhere appreciate that the growth and prosperity of the 
manufacturers and dealers who exhibit at the conventions of the American 
Hospital Association are as much a tribute to their fair dealing as to the 
excellence of their merchandise, and they have an increasing interest in 
their continued prosperity and value to the hospital field. 
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Allegheny Steel Co., Brackenridge, Pa. 
Booths 106 and 108—Allegheny metal. 
Altro Work Shops, Inc., New York, N. Y. 
Booths 401 and 502—Hospital garments. 
Amcoin Corp., Buffalo, N. Y. 
Booth 542—All glass interior coffee urns. 
American Hospital Supply Corp., Chicago, III. 
Booths 335 and 436—Hospital supplies. 
The American Journal of Nursing, New York, N. Y. 
Booth 514—-Publication. 
American Laundry Machinery Co., Cincinnati, Ohio. 
Booths 103, 105, 107, and 109—Laundry equipment. 
American Nurses’ Association, Midwest Division, Nurse Place- 
ment Service, Chicago, Ill. 
Booth 506—Personnel bureau. 
American Sterilizer Co., Erie, Pa. 
Booths 227, 229, and 231—Sterilizers. 
American Surgical Lamp Co. Ltd., Los Angeles, Calif. 
Booth 411—Surgical lamps. 
Applegate Chemical Co., Chicago, IIl. 
Indelible ink linen marker. 
Bard-Parker Co., Inc., New York, N. Y. 
Booth 6—Detachable blade knives. 
Becton, Dickinson & Co., Rutherford, N. J. 
Booth 41—B-D thermometers, syringes, and needles. 
Seetleware Corp., New York, N. Y. 
300th 152—‘Beetleware” dishes and glasses. 
The BiSoDol Co., Inc., New Haven, Conn. 
Booth 147—Fine chemicals. 
G. S. Blakeslee & Co., Chicago, II. 
Booth 343—Dishwashers and mixers. 
Britesun, Inc., Chicago, IIl. 
Booth 318—Electro-physiotherapy equipment. 
Canada Infra-Ray Corp. Ltd., Toronto, Ont., Can. 
Booth 150—Thermo-wave applicator. 
The Canadian Hospital Journal, Toronto, Ont., Can. 
Booth 448—Publication. 
J. & J. Cash, Inc., South Norwalk, Conn. 
Booth 516—Identification labels. 
Wilmot Castle Co., Rochester, N. Y. 
Booths 315 and 317—Sterilizers. 
Celotex Co., Chicago, Ill. 
Booth 117—Sound absorbing material. 
Centralized Control Corp., Chicago, II. 
Booth 250—Radios and paging systems. 
Cheney Chemicals Ltd., Toronto, Ont., Can. 
Booth 101—Anesthetic gases and equipment. 
Clark Linen Co., Chicago, Ill. 
Booth 409—Textiles. ° 
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Colgate Palmolive Peet Co., Chicago, IIl. 
Booth 340—Soaps. 
Warren E. Collins, Inc., Boston, Mass. 
Booth 12—Drinker respirator and metabolism apparatus. 
The Colson Co., Elyria, Ohio. 
Booths 35, 37, 136, and 138—Wheel stretchers, casters, etc. 
Colt’s Patent Fire Arms Mfg. Co., Hartford, Conn. 
Booth 311—Dish and silver cleaning machines. 
Connecticut Telephone and Electric Co., Meriden, Conn. 
Booth 412—Hospital signaling equipment. 
Continental Chemical Corp., Watseka, IIl. 
Booth 122—Floor treatment compounds. 
Corbett-Cowley Co. Ltd., Toronto, Ont., Can. 
Booths 111 and 113—Hospital apparel. 
Corporate Steel Products Ltd., Montreal, P. Q., Can. 
Booth 309—Tubular slide fire escapes. 
Crane Co., Chicago, Ill. 
Booths 529 and 531—Plumbing fixtures. 


Crescent Dishwasher Division, Hobart Mfg. Co., Troy, Ohio. 


Booths 46 and 48—Glass and dish washers. 
Darnell Corp. Ltd., Long Beach, Calif. 
Booth 414—Casters. 
Davies & Sullivan Co., New York, N. Y. 
Booth 544—Coffee and tea. 
F. A. Davis Co., Philadelphia, Pa. 
Booth 546—Books. 
R. B. Davis Co., Hoboken, N. J. 
Booth 240—Cocomalt. 
Davis & Geck, Inc., Brooklyn, N. Y. 
Booths 17 and 118—D & G sutures. 
J. A. Deknatel & Son, Queens Village, L. I., N. Y. 
Booth 244—Identification necklaces, sutures, etc. 
Denoyer-Geppert Co., Chicago, III. 
3coth 10—Anatomical models, charts, etc. 
De Puy Mfg. Co., Warsaw, Ind. 
Booth 39—Fracture appliances. 
Detroit Steel Products Co., Detroit, Mich. 
Booth 443—Steel window walls and windows. 
Dictograph Products Co., Inc., New York, N. Y. 
Booth 451—Hospital signal and telephone systems. 
Henry A. Dix & Sons Corp., New York, N. Y. 
Booth 205—Nurses’ uniforms. 
Doehler Furniture Co., Inc., New York, N. Y. 
Booths 239 and 241—Beds, bedding, and metal furniture. 
H. D. Dougherty & Co., Philadelphia, Pa. 
Booths 440 and 442—Steel hospital furniture. 
The Duriron Co., Inc., Dayton, Ohio. 
Booth 543—Acid-proof drainage and ventilating equipment. 
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Dwight Mfg. Co., New York, N. Y. 
Booth 203—Textiles. 
Eastman Kodak Co., Rochester, N. Y. 
Booth 110—Motion picture apparatus and x-ray supplies. 
T. Eaton Co. Ltd., Toronto, Ont., Can. 
Booths 243, 245, 247, 249, 344, 346, 348, and 350—General hospital supplies. 
Edison General Electric Appliance Co., Chicago, II. 
Booths 11, 13, and 15—Electric cooking equipment. 
Englander Spring Bed Co., New York, N. Y. 
__Booths 31 and 33—Hospital beds, bedding, and furniture. 
Faichney Instrument Corp., Watertown, N. Y. 
Booth 29—Thermometers, hypodermic needles, and syringes. 
Faultless Caster Co., Evansville, Ind. 
Booths 345, 347, and 349—Casters. 
The Fengel Corp., New York, N. Y. 
Booth 144—Hospital supplies. 
Finnell System, Inc., Elkhart, Ind. 
Booth 49—Electric scrubbing, waxing, and polishing equipment. 
The J. B. Ford Sales Co., Wyandotte, Mich. 
Booth 47—Cleaners. 
The Foregger Co., Inc., New York, N. Y. 
Booth 402—Anesthesia apparatus. 
General Electric X-ray Corp., Chicago, III. 
Booths 329, 331, 333, 430, 432, and 434—X-ray equipment. 
General Foods Corp., New York, N. Y. 
Booths 208 and 210—Post health products. 
Glasco Products Co., Chicago, III. 
Booth 342—Laboratory glassware. 
Greenpoint Metallic Bed Co., Brooklyn, N. Y. 
Booth 237—Beds. 
Griswoldville Mfg. Co., New York, N. Y. 
Booths 439 and 441—Surgical gauze and dressings. 
Frank A. Hall & Sons, New York, N. Y. 
Booths 419, 421, 520, and 522—Beds and bedding. 
Hankins Rubber Co., Massillon, Ohio. 
Booth 5—Rubber goods. 
Hard Mfg. Co., Buffalo, N. Y. 
Booth 116—Beds and bedding. 
J. F. Hartz Co. Ltd., Toronto, Ont., Can. 
Booth 313—Hospital and surgical supplies. 
Health Products Corp., Newark, N. J. 
Booth 341—Cod liver oil derivative. 
Heidbrink Co., Minneapolis, Minn. 
Booth 316—Gas machines. 


L. B. Herbst Corp., Chicago, II]. 
Booth 328—General furnishings. 


The Hill-Rom Co., Batesville, Ind. 
Booths 211 and 213—Furniture. 
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Hobart Mfg. Co., Troy, Ohio. 
Booths 42 and 44——Mixing machines and dishwashers. 
Hoffmann-La Roche Chemical Works, Inc., Nutley, N. |. 
Booth 8—Chemicals. 
Holtzer-Cabot Electric Co., Boston, Mass. 
Booths 431 and 433—Hospital signal systems. 
Horlick’s Malted Milk Corp., Racine, Wis. 
Booth 444—Malted milk. 
Hospital Import Corp., New York, N. Y. 
Booth 121—Hospital supplies and furniture. 
Hospital Management, Chicago, IIl. 
Booth 338—Publication. 
Hospital Standard Publishing Co., Baltimore, Md. 
Booth 413—Forms and records. 
Hospital Topics and Buyer, Chicago, III. 
Booth 508—Publication. 
Huntington Laboratories, Inc., Huntington, Ind. 
Booths 321 and 323—Soaps and soap dispensers. 
International Nickel Co., Inc., New York, N. Y. 
Booths 143 and 145—Monel metal products. 
Jamison Semple Co., New York, N. Y. 
Booths 220 and 222—Surgical supplies and equipment. 
Johns-Manville Corp., New York, N. Y. 
Booths 509 and 511—Acoustical correction materials. 
Johnson & Johnson, Inc., New Brunswick, N. J. 
Booths 536 and 538—Surgical dressings, ligatures, and sutures. 
H. L. Judd Co., Inc., New York, N. Y. 
Booth 551—Cubicle curtain equipment. 
The Junket Folks, Chr. Hansen’s Laboratory, Inc., Little Falls, 
mh. Y. . 
Booth 50—Junket products. 
The K & W Rubber Co., Hospital Dept., Delaware, Ohio. 
Booth 550—Rubber products. 
Charles Karr Co., Holland, Mich. 
Booths 132 and 134—Spring-Air mattresses. 
Henry L. Kaufmann & Co., Boston, Mass. 
Booth 21—Norinkle rubber sheets. 
The Kelley-Koett Mfg. Co., Inc., Covington, Ky. 
Booth 4—X-ray apparatus. 
Kellogg Co., Battle Creek, Mich. 
Booth 142—Cereals. 
The Kent Co., Inc., Rome, N. Y. 
Booth 112—Floor machines and vacuum cleaners. 
The Kny-Scheerer Corp., New York, N. Y. 
Booths 128 and 130—Surgical instruments and sterilizers. 
Leonard-Rooke Co., Providence, R. I. 
Booths 312 and 314—Thermostatic water mixing valves. 
Lewis Mfg. Co., Walpole, Mass. 
Booths 235 and 336—Surgical gauze and dressings. 
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Libbey Glass Mfg. Co., Toledo, Ohio. 
Booth 151—Glassware. 
J. B. Lippincott Co., Philadelphia, Pa. 
Booth 27—Books and charts. 
Lyons Sanitary Urn Co., New York, N. Y. 
Booth 438—Beverage dispensing urns. 
McKesson Appliance Co., Toledo, Ohio. 
Booth 337—Anesthetic appliances and metabolor surgical pumps. 
The Macmillan Co., New York, N. Y. 
Booth 7—Books. 
E. W. Marvin Co., Troy, N. Y. 
Booths 415 and 417—Garments for hospital personnel. 
The Massillon Rubber Co., Massillon, Ohio. 
Booth 507—Rubber goods. 
The Medical Bureau, Chicago, III. 
Booth 540—Personnel service. 
Medical Specialties Mfg. Co., New York, N. Y. 
Booth 339—Electric breast pumps, operating room lights, etc. 
Meinecke & Co., New York, N. Y. 
Booths 228, 230, and 232—Rubber goods, surgical supplies, etc. 
Metal Craft Ltd., Grimsby, Ont., Can. 
Booths 319, 420, 422, and 424—Hospital furniture. 
Modern Hospital Publishing Co., Chicago, III. 
Booth 119—Publication. 
Alexander Murray Co., Montreal, P. Q., Can. 
Booth 52—Rubber flooring. 
Neitzel Mfg. Co., Inc., Waterford, N. Y. 
Booth 512—Garments for hospital personnel. 
The New York Medical Exchange, New York, N. Y. 
Booth 504—Personnel service. 
Onondaga Pottery Co., Syracuse, N. Y. 
Booths 127, 129, 131, and 133—Crockery and chinaware. 
The Orrsell Co., Inc., New York, N. Y. 
Booths 146 and 148—lIdentification labels. 
The Permutit Co., New York, N. Y. 
Booth 140—Water softening and filtering equipment. 
Petrolagar Laboratories, Inc., Chicago, III. 
Booths 521, 523, 525, and 527—Petrolagar. 
The Pfaudler Co., Rochester, N. Y. 
Booth 541—Glass lined steel linen chutes 
Physicians’ Record Co., Chicago, III. 
Booth 126—Forms and records. 
The Procter & Gamble Co., Cincinnati, Ohio. 
Booth 114—Soaps. 
Prosperity Co., Inc., Syracuse, N. Y. 
Booth 207—Pressing machines. 
Puritan Compressed Gas Corp., Kansas City, Mo. 
Booth 549—Anesthesia apparatus. 
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Rhoads & Co., Philadelphia, Pa. 
Booth 2—Textiles. 
Richey, Browne and Donald, Inc., Maspeth, N. Y. 
Booth 435—Browne steel windows. 
P. L. Rider Co., Worcester, Mass. 
Booth 51—Rubber goods, enamelware, glassware, etc. 
Rolscreen Co., Pella, Iowa. 
Booth 437—Metal rolling window screens. 
Will Ross, Inc., Milwaukee, Wis. 
300th 9—Hospital supplies and furnishings. 
W. B. Saunders Co., Philadelphia, Pa. 
Booth 137—Books. 
Scanlan-Morris Co., Madison, Wis. 
3ooths 324 and 326—Sterilizers and operating room equipment. 
F. O. Schoedinger, Columbus, Ohio. 
Booths 416 and 418—Hospital furniture. 
Scialytic Corp. of Amer., Philadelphia, Pa. 
Booth 518—Shadowless operating lights. 
Ad. Seidel & Sons, Chicago, III. 
Booth 236—Gelatine desserts, puddings, and dry beverages. 
John Sexton & Co., Chicago, II. 
Booths 123 and 125—Canned foods, desserts, tea, and coffee. 
Sherwin-Williams Co., Cleveland, Ohio. 
3ooths 251 and 352—Paints. 
J. R. Siebrandt Mfg. Co., Kansas City, Mo. 
Booth 3—Fracture appliances. 
Silverwood’s Dairies Ltd., Toronto, Ont., Can. 
3ooth 510—Ice cream, produce, and milk. 





The Simmons Co., Chicago, IIl. 


300ths 219, 221, 223, and 225—Steel furniture, beds, and bedding. 


Robert Simpson Co. Ltd., Toronto, Ont., Can. 
Booth 23—General furnishings. 


Smith, Drum & -Co., Philadelphia, Pa. 
Booths 139 and 141—Laundry equipment. 
C. M. Sorensen Co., Long Island City, N. Y. 
300th 124—Tankless air compressors. 
E. R. Squibb & Sons, New York, N, Y. 
Booths 532 and 534—Pharmaceuticals. 
Standard Electric Time Co., Springfield, Mass. 
300ths 351 and 452—Master and regulator clocks. 
Standard Gas Equipment Corp., New York, N. Y. 
Booths 1 and 102—Gas ranges, broilers, bake ovens, etc. 
Standard Sanitary Mfg. Co., Pittsburgh, Pa. 
3o0ths 503 and 505—Plumbing fixtures. 
Stedman Rubber Flooring Co., South Braintree, Mass. 
Booths 215 and 217—Rubber flooring. 
The Stevens Companies, Toronto, Ont., Can. 
Booth 19—Surgical instruments. 
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Stickley Bros. Co., Grand Rapids, Mich. 
Booths 330, 332, and 334—Wood furniture. 
Stille-Scanlan Co., New York, N. Y. 
Booth 322—Stainless steel surgical instruments. 
Syracuse K-U Corp., Syracuse, N. Y. 
Booths 212 and 214—Dishwashing equipment. 
Taylor Instrument Companies, Rochester, N. Y. 
Booth 410—Surgical instruments, etc. 
Textile Products Co. Ltd., Toronto, Ont., Can. 
Booth 246—Textiles. 
Thorner Brothers, New York, N.Y. 


Booth 242—General hospital supplies and specialties. 


Tile and Mantel Contractors’ Assn. of Amer., Washington, D. C. 


Booths 545 and 547—Guild-set tiling. 
The Trained Nurse and Hospital Review, New York, N. Y. 
Booth 45—Publication. 
Troy Laundry Machinery Co., Inc., East Moline, II. 
Booth 209—Laundry equipment. 
United States Hoffman Machinery Corp., New York, N. Y. 
Booths 403, 405, and 407—Vorclone laundry machinery. 
Vestal Chemical Laboratories, Inc., St. Louis, Mo. 
Booth 233—Surgical soaps, antiseptics, and cleaning supplies. 
Vi-Tone Co., Hamilton, Ont., Can. 
Booth 120—Beverages. 
Waters Genter Co., Minneapolis, Minn. 
Booth 234—Electric toasters, waffle irons, and food cabinets. 
Western Canada Flour Mills Co. Ltd., Toronto, Ont., Can. 
Booth 25—Bread. 
Westinghouse X-ray Co., Long Island City, N. Y. 
Booths 533, 535, and 537—X-ray equipment. 
C. D. Williams & Co., Philadelphia, Pa. 
Booth 218—Garments for hospital personnel. 
Williams Pivot Sash Co., Cleveland, Ohio. 
Booth 320—Reversible window equipment. 
Wilson Rubber Co., Canton, Ohio. 
Booth 115—Rubber gloves. 
G. H. Wood & Co. Ltd., Toronto, Ont., Can. 
Booths 224 and 226—Floor scrubbing and polishing machines, soaps, etc. 
Wrought Iron Range Co. Ltd., Toronto, Ont., Can. 
Booth 302—Kitchen equipment and food serving apparatus. 
Carl Zeiss, Inc., New York, N. Y. 
Booth 43—Optical instruments. 
Zimmer Mfg. Co., Warsaw, Ind. 
Booth 135—Fracture appliances. 
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THE VETERANS BUREAU HOSPITAL 
PROGRAM 


new hospital project$ to cost $17,757,000, for which contracts have 

not yet been awarded. Twenty-one new projects in various parts 
of the country are now under contract under the direction of the Veterans 
Administration and involve an expenditure of $7,092,152.37. 

The new hospitalization programs which have been approved but for 
which contracts have not yet been let total thirty-two in number and are 
located in thirty-one states. The largest of these is the proposed hospital 
at Canandaigua, New York, to cost $1,550,000. The largest single project 
already under construction is at Waco, Texas, amounting to $1,270,665. 


{= federal board of hospitalization has approved for construction 


Works Under Contract 


American Lake, Wash. Additional recreation building, $25,634; tile 


floors, $5,980; $31,614. 

Augusta, Ga. Acute building, $214,310.45; elevator, $5,537; $219,- 
347.45. 

Camp Custer, Mich. Acute building, $240,047; elevator, $5,952; 
$245,999. 

Chillicothe, Ohio. Additional garage and laundry, $16,504. 

Excelsior Springs, Mo. Officers’ duplex quarters, $58,005. 

Gulfport, Miss. Sewage disposal plant, $31,411.50; additional build- 
ings, $406,831; elevator, $5,147; refrigeration, $20,290; $463,679.50. 

Hines, Ill. Grilles, $11,787 ; laundry boiler equipment, $13,075 ; $24,862. 

Indianapolis, Ind. General construction, $484,030; elevators, $16,135; 
refrigeration, $12,990; chimney, $2,525; $515,680. 

Knoxville, Iowa. N. P. infirmary building, $186,909; elevator, $6,300; 
$193,209. 

Memphis, Tenn. Additional buildings, $292,042.66; elevators, $11,375; 
boiler house, garage, etc., $88,944; $392,361.66. 

Newington, Conn. Storehouse, $27,425.46; landscape planting, $7,350; 
$34,775.46. , 

North Chicago, Ill. Additional buildings, $307,533.51; coal handling 
equipment, $23,465 ; $330,998.51. 

Northport, L. I., N. Y. Additional buildings, $897,338.98; elevators, 
$12,368.30; $909,707.28. 

Perry Point, Md. N. P. building, $188,146.68; elevator, $5,247; tank 
and tower, $15,865.20; $209,258.88. 
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Somerset Hills, N. J. Buildings and _ utilities, $817,577.30; electric 
elevator, $7,327 ; $824,904.30. 

Tucson, Ariz. Additional buildings, $248,662.38; elevator, $6,900; 
$255,562.38. 

Tuskegee, Ala. Linoleum, $23,140. 

Waco, Tex. General construction and chimney, $876,000; plumbing, 
heating, electrical work, $345,000; tank, $13,900; water softener, $9,050; 
refrigeration, $26,715; $1,270,665. 

Washington, D. C. Administration building, $191,742.95; elevator, 
$8,191 ; $199,933.95. 

Tuscaloosa, Ala. General construction, $587,792; plumbing, heating, 
electrical work, $232,477 ; elevators, $18,456; refrigeration, $16,420; tank 
and tower, $7,840; $862,985. 

North Little Rock, Ark. Refrigeration, $8,460. 

Grand total, $7,092,152.37. 


Construction Approved 


Huntington, W. Va. New hospital, $825,000. 

Canandaigua, N. Y. New hospital, $1,550,000. 

Salt Lake City, Utah. New hospital, $400,000. 

Florida. New home, $900,000. 

South Carolina (vicinity of Columbia). New hospital, $1,300,000. 

Mississippi (Biloxi). New home, $900,000. 

Sunmount, N. Y. Nurses’ quarters, $130,000. 

Helena, Mont. New infirmary building, $330,000. 

Milwaukee, Wis. New barracks, $300,000; enlargement of surgical 
facilities, $15,000; $315,000. 

Johnson City, Tenn. New hospital facilities, etc., $650,000. 

Tuskegee, Ala. New barracks, $200,000. 

Chillicothe, Ohio. New hospital beds, etc., $600,000. 

Walla Walla, Wash. Kitchen and mess, $105,000. 

Aspinwall, Pa. New hospital beds, $580,000. 

Togus, Me. New hospital beds, $750,000. 

Wichita, Kans. New hospital beds, $750,000. 

Augusta, Ga. New hospital beds, $400,000. 

Danville, Ill. New hospital beds, $500,000. 

Los Angeles, Calif. New hospital beds, $550,000. 

Rutland, Mass. Tiling main kitchen, etc., $180,000. 

Newington, Conn. Recreation building, $137,000. 

Lexington, Ky. Recreation building, $115,000. 

Lincoln, Neb. Recreation building, $110,000. 
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MILLER HOSPITAL NURSES’ HOME 


Iowa. New hospital, $1,000,000. 

Oregon. New home, $1,000,000. 

American Lake, Wash. New hospital beds, $300,000. 

Boise, Idaho. New infirmary building, $250,000. 

Albuquerque, N. M. New hospital, $1,250,000. 

Leavenworth, Kans. New hospital beds, $1,500,000. 

Knoxville, Iowa. Enlargement of subsistence building, etc., $55,000. 
Indianapolis, Ind. Nurses’ quarters, etc., $125,000. 

Grand total, $17,757,000. 





+oo——— 


THE NEW NURSES’ HOME OF THE CHARLES T. MILLER 
HOSPITAL, ST. PAUL 


The building will be completed and ready for occupancy in the early part 
of September at a cost of $210,000. The construction is L-shaped in_ 
design, and is a five-story structure, with ground floor and basement, con- 
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Nurses’ Home, Cuaries T. MILter Hospitar, St. PAUL 


structed of brick, stone, and reinforced concrete, and fireproof throughout. 

The upper floors of the home will give dormitory and the necessary re- 
creational accommodations for 135 nurses. There will be a separate room, 
with lavatory, for each student, and a separate room, with either private 
or connecting bath, for each graduate. The ground floor will provide 
adequate space and facilities for a training school, and, in addition to a 
combined serving and cafeteria room, a dining room seating one hundred 
nurses. 
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Compiled by the Legislative Committee of the American Hospital Association 
CTING UPON THE SUGGESTION of the executive secretary of the 
A American Hospital Association and for the purpose of obtaining 
certain information which might be of value to the hospitals of 
this country generally, the Legislative Committee sent a questionnaire to 
one or more hospitals in each state. 

While replies have been received from only twenty states, the informa- 
tion obtained is believed to represent a fairly accurate cross section of each 
condition. The Legislative Committee suggests that the various state hos- 
pital associations and the hospitals individually look into these matters 
with a view to securing such legislation as may be necessary to afford 
them the utmost benefit and relief on these seven important problems of 
administration which are subject to relief through legislation. 

1. Compulsory public liability insurance for owners of motor driven 
vehicles for the protection of the public in recovering damages for 
injuries sustained in automobile accidents. 

Only one state reports a law on this subject. 

2. Laws for liens by hospitals against settlements for damages on ac- 
count of injuries sustained in automobile accidents. 

Two states report such a law. In seventeen states bills for this purpose 

have been introduced during the legislative session this year. 

3. Protection of hospitals against non-payment of hospital bills on some 
basis similar to the laws protecting hotels. 

One state reports such a law. One other state reports such a bill before 

its legislature for consideration this year. 

4. Provision for payment of hospital bills in workmen’s compensation 
cases. If your state has such a law, for what period of time and 
for what amount is the employer liable? 

Practically every state has a Workmen’s Compensation Act except 
Florida, where such a bill is now under consideration. These laws all 
vary as to the length of time and the amount of money for hospital, medi- 
cal, and nursing care, etc., for which the employer shall be liable. In most 
states also the iength of time and money allowed are totally inadequate. 
That this has been recognized is evidenced by the fact that in several 
states bills have been introduced this year which provide for an increased 
amount of time and money for hospital, medical, and nursing care for 
which the employer shall be liable. 

5. Laws, court decisions, or proposed legislation relative to the admis- 
sion to hospitals of practitioners of osteopathy, chiropractic, and 
other cults. 
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In one state only is such a law reported, and in this case it applies only 
to public hospitals. Effort is being made this year in several states to 
secure the enactment of such a law, applicable particularly to public hos- 
pitals or hospitals receiving “state aid.”” Every effort should be made to 
prevent the passage of all bills of this kind, for reasons which are obvious. 

6. Exemption of hospitals from taxation. 

This varies in different states and municipalities from complete exemp- 
tion to payment of full tax. Certain charitable institutions and hospitals 
incorporated “not for profit” should be exempt from taxation as a partial 
return for the service they render to the community in caring for emer- 
gency cases, and for the indigent sick. Effort should be made to secure 
exemption from taxation on these grounds by all hospitals rendering such 
service. 

7. Special reduced rates for water, electricity, etc., in municipally 

owned plants. 

This also varies in different states and in different municipalities in the 
same state. There is no uniformity either of rebate or of schedule of 
charges, and where special rates are not granted an effort should be made 
to obtain them at least on the same basis as furnished to educational, re- 
ligious, and other charitable organizations. 

Copies of bills may be obtained by writing to the clerk of the Senate or 
of the House of Representatives of the respective states. Only such bills 
as would seem to be of special interest to hospital administrators are 
reported herein. Many others applying to other medical and health activi- 
ties have been omitted and other bills applying to hospitals may have 
escaped our notice. 


ARIZONA 
S-75 Requires every physician, surgeon, nurse, or hospital attend- 
ant called on to treat any person for gunshot wounds, knife 
wounds, or other material injuries that may have resulted 
from a fight, robbery, or other unlawful act to notify imme- 
diately certain police authorities. (Enacted.) 
H-239 Amends Nursing Act. 5; 
ARKANSAS 
H-2,3 Pharmacy Act. Apparently prohibits physicians from dis- 
pensing or administering drugs and medicines except in cases 
of emergency. 
CALIFORNIA 
A-1143 Establishes two narcotic hospitals. 
S-463 Proposes that after July 1, 1931, all applicants for physicians’ 
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H-271 
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S-496 


H-984 


DELAWARE 
H-169 
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(Cont'd) 

and surgeons’ certificates shall, in addition to the present edu- 
cational requirements, present evidence of not less than one 
year’s training in a hospital approved by the medical examin- 
ing board. 

Provides for the organization, construction, management, and 
control of county public hospitals. Provides that no dis- 
crimination shall be made against graduates of any recognized 
school of medicine. 

Regulates child-caring agencies and institutions. 


IT 


Proposes to provide (1) that no private institution for the 
mentally deficient shall receive as a patient any person 
afflicted with tuberculosis or any other communicable disease 
or any patient from outside the state, (2) that the attendants 
in any such institution must have the training of practical 
nurses, and (3) that inspection of such institutions may be 
made by the state at least once in three months. 

Amends the law requiring hospitals to be licensed by the state 
department of health; proposes to require the licensing of 
all hospitals except hospitals wholly supported by the state. 
The present law exempts hospitals wholly or partly supported 
by the state, hospitals for the insane, private tuberculosis sana- 
toriums receiving state aid, and maternity hospitals. 

Seeks to allow the medical, eclectic, and homeopathic examin- 
ing boards to issue, without examination, limited certificates 
authorizing registration to practice medicine in specified hos- 
pitals “or other institutions” to persons who have creditably 
completed the required course of study in a legal and reputable 
medical college. 

Proposes to provide that “Section 341 of the General Statutes 
does not apply to anyone of the Jewish faith.” Section 341 
relates to the issuance of death certificates and provides that 
when death has occurred from certain communicable diseases, 
no person other than a licensed embalmer shall have charge of 
the body. 


To amend the Workmen’s Compensation Act; proposes, 
among other things, that the cost of such surgical, medical, 
and hospital services as the condition of the injured employee 
requires shall not exceed $150. 


[ 116 ] 





DELA’ 


S-1 


ILLIN 
S-< 


INDI 
H 


low. 


du- 
one 
1in- 


and 
lis- 
zed 


the 
son 
ase 
nts 
ical 

be 


ate 

of 
ite. 
ted 
na- 


in- 


OS- 
bly 
ble 


es, 
al, 
ee 





PENDING HOSPITAL LEGISLATION 


DELAWARE (Cont'd) 


S-116 


S-163 
FLORIDA 
S-1 


S-13 


ILLINOIS 
S-367 


S-268 


INDIANA 


H-480 


Iowa 
S-67 


Proposes to accord hospitals treating persons injured in acci- 
dents liens on any judgments, settlements, or compromises 
obtained by such injured persons by reason of such injuries. 
Amends Workmen’s Compensation Act. 


Proposes to provide compensation to employees injured in 
industrial accidents. Employers are to be given the right to 
select physicians or surgeons to render medical treatment, 
except that when treatment required is not surgical the injured 
employee shall have the right to choose any mode of treatment 
lawfully practiced in Florida. 

Proposes a new act regulating the sale and distribution of 
narcotic drugs. 


Proposes to authorize certain corporate authorities having the 
control or supervision of any public park or parks to permit 
the erection and maintenance of child welfare sanatoriums in 
public parks. 

Proposes to require physicians attending persons suffering 
from injuries caused by firearms, and superintendents of hos- 
pitals in which patients of that class are treated, to report such 
facts to designated police authorities. 

Proposes that in any suit for personal injuries the defendant 
may require the plaintiff to undergo a physical and roentgen- 
ray examination, to be conducted by two physicians designated 
by the court. 

New Narcotic Act. 

Regulates practice of physiotherapy and use of equipment. 
Prohibits experimenting or operating on living dogs except 
for curative or healing purposes. 


Proposes that it shall be unlawful for any city of 200,000 or 
more to locate*or maintain any hospital for the treatment of 
infectious or contagious diseases within 1,500 feet of any 
public or private hospital now erected or in the course of 
erection. 


Requires all practitioners of the healing art to report to the 
sheriff of the county within twelve hours after treating any 
cases in which there have been injuries due to violence. (En- 
acted. ) 
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aap Proposes that the superintendents of state hospitals for the 
mere insane may, in their discretion, receive all patients in need of 
special care and treatment. 

S-451 To amend the state anatomical act; proposes (1) that, when 
no medical schools of the state are in active operation, the 
superintendent of the Bangor State Hospital, of the Augusta 
State Hospital, of the Eastern Maine General Hospital, of the 
Maine General Hospital, and of the Central Maine General 
Hospital shall constitute the state anatomical board, and (2) 
to make it lawful for unclaimed bodies to be used for the 
promotion of medical education, which shall be construed to 

ia it include nursing training and premedical education. 

S-198 Proposes that until 1936 no real estate held for future use, 
and not for investment, by any hospital not organized or 
conducted for profit shall be subject to state, county, or mu- 
nicipal taxation. 

H-344 Proposes to make it a misdemeanor for any person to ex- 
periment or operate in any manner whatsoever on any living 
dog, for any purpose other than the healing or curing of 
said dog. 

MASSACHUSETTS 

H-1175 Amends Workmen’s Compensation Act. 

H-997  _— Requires physician to obtain consent of patient before remov- 
ing any organ of body and after removal requires physician 
to explain to patient reason for such removal. 

(6) Prohibits physicians from handling patient in such 
a manner as to cause pain without first explaining to patient 
that such handling will cause pain. 
MICHIGAN 
H-327 Amends Narcotic Act. 
MINNESOTA 

H-436 Authorizes cities of fourth class to establish and maintain 
city hospitals. 

H-529 Proposes to provide that in the admission of patients to the 


MIssourRI 
H-589 


Minnesota General Hospital preference shall be given patients 
at the hospital of the Minnesota State Soldiers’ Home. 


Proposes to grant the state board of health general super- 
vision of all nervous and mental hospitals and all institutions 
treating nervous and mental diseases. 
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Missouri (Cont'd) 


H-617 


S-345 
S-222 


~——— 


S-419 
MONTANA 
H-254 


NEBRASKA 
S-99 


NEVADA 
S-101 
A-161 


Proposes to authorize the establishment of a psychopathic 
hospital, in two units of approximately one hundred beds 
each, at a cost not to exceed $1,400,000. 

Repeals Workmen’s Compensation Act. 

Amends Workmen’s Compensation Act to provide medical aid 
for ninety days in a sum not to exceed $750, with such addi- 
tional aid thereafter as compensation committee may deter- 
mine. 

Regulates sale of coal tar drugs. 


Amends Workmen’s Compensation Act to permit employ- 
ment of chiropractor as “physician.” 

(2) Provides that where injured employee is under hos- 
pital contract and hospital facilities are inadequate he may be 
removed to a hospital with adequate hospital facilities and the . 
cost charged to the one contracting to furnish hospital 
facilities. 


Proposes to provide for the appointment of women physicians 
for the care and supervision of the women insane in state 
hospitals. 
To amend the Workmen’s Compensation Act; defines the 
terms “injury” and “personal injuries” to mean “only violence 
to the physical structure of the body and such disease and 
infection as naturally result therefrom. The said terms shall 
in no case be construed to include any contagious or infectious 
disease contracted during the course of employment or death 
due to natural causes.” Such a definition, inferentially, makes 
some occupational diseases compensable. 


Amends Narcotic Act. 
Repeals law authorizing counties to establish and maintain 
public hospitals. 


NEw HAMPSHIRE 


H-115 


H-187 


Amends Pharmacy Act by permitting the general sale of 
proprietary medicines, except those containing acetylsalicylic 
acid, barbital and other compounds of the barbituric acid 
series, amidopyrin, antipyrin, acetanilid, acetophenetidin, 
cinchophen. 

Proposes that during the first thirty days after an injury to 
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New HAmpsHireE (Cont'd) 


H-284 
NEw YorK 
A-584 
A-492 
S-385 
S-744 


A-1855 
S-1580 


S-1596) 
A-2004 § 


S-1617 


S-1842 
A-2291 


an employee, an employer, coming within the terms of the 
Workmen’s Compensation Act, shall furnish the employee rea- 
sonable medical and hospital services. 

Proposes to create a state cancer committee to establish, or- 
ganize,,and conduct cancer clinics throughout the state. 


To amend the Workmen’s Compensation Act, proposes to 
make all occupational diseases arising out of an employment 
compensable. 

To amend the Workmen’s Compensation Act, proposes to 
allow injured employees to select their own physicians. 
Proposes that a certificate of birth, in addition to the informa- 
tion now required, shall contain the mother’s finger prints 
and the foot prints of the child. 

Amends Workmen’s Compensation Act. 

Amends Workmen’s Compensation Act. 

Proposes that certificate of birth of a child born in a hos- 
pital shall contain a photograph of the finger prints of the 
mother and the foot prints of the child, the impression of 
which shall be taken as soon after birth as is practicable. 
Prcpose to accord liens to hospitals treating persons injured 
by accident, on any judgments, settlements, or compromises 
obtained by the injured persons by reason of such injuries. 
Proposes to’ require the licensing of all hospitals of two or 
more beds by the department of charities. 

To amend the public health law relating to the enforcement 
of the sanitary code; propose to authorize the public health 
council to prescribe by regulation the qualifications for direc- 
tors in charge of approved laboratories, medical superinten- 
dents of public tuberculosis sanatoriums, county, city, and 
deputy health commissioners, and other professional or tech- 
nical positiotis in state and local public health service. 


NortH CAROLINA 


S-405 
H-943 
H-975 


Amends Workmen’s Compensation Act. 

Amends Workmen’s Compensation Act. 

Proposes that the right to perform an autopsy on a> dead 
human body shall be limited to cases (1) specially provided 
for by statute; (2) where so directed by the deceased; (3) 
where a coroner or the majority of a coroner’s jury deems it 
necessary, on an inquest; and (4) where the husband or wife 
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NortH CAROLINA (Cont'd) 


S-450 


S-533 


H-692 


OHIO 


B-263 


S-283 


OKLAHOMA 


OREGON 
S-251 


S-350 


or one of the next kin or other person charged by law with 
the duty of burial, in the order named and as known, shall 
authorize such autopsy. 

Proposes to provide that any person obtaining credit fraudu- 
lently from any hospital shall be guilty of a misdemeanor. 
Permits two or three more counties to establish district home 
for aged and infirm in lieu of separate county homes. 
Prohibits distribution of “hypnotic drugs” (including barbital 
preparations) except on written prescription of licensed 
physician. 


Provides for medical and surgical care and hospital treat- 
ment for indigent in University Hospital. 

Amends Workmen’s Compensation Act to include occupa- 
tional diseases. 


Proposes to authorize the establishment of a state hospital 
for the negro insane. 

Proposes (1) that haspitals shall have liens on patients’ prop- 
erty brought therein for charges due for hospital fees and 
nursing, medical, and professional services and (2) that it shall 
be a misdemeanor for any person to obtain hospital service 
with intent to defraud hospitals of payment. 

Proposes to provide for the establishment of a state hospital 
for the treatment of indigent patients. 

Proposes to exempt from taxation privately owned hospitals 
10 per cent or more of whose cases are charity cases. 


To amend the Workmen’s Compensation Act; proposes to 
allow injured employees the right to select their own physi- 
cians. 

Proposes new Pharmacy Practice Act. 

This bill apparently would prohibit licensed physicians and 

surgeons from dispensing or administering drugs and medicine 
except in an emergency. 
To amend the Medical Practice Act; proposes that when any 
woman furnishes the board of medical examiners with a sworn 
statement that any licentiate has performed an abortion on 
her, the board shall immediately forward such sworn state- 
ment to the proper district attorney. 
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OreEGoN (Cont'd) 


S-54 


H-202 


Proposes to regulate the sale of veronal, barbital, chloral 
hydrate, adalin-luminal, and all acid diethyl barbituric prepa- 
rations. 

Proposes to accord liens to hospitals, physicians, and nurses 
treating persons injured in accidents, on settlements of judg- 
ments obtained by the injured persons by reason of such acci- 
dents. Such liens, however, shall not attach to settlements 
or recoveries had by reason of the Workmen’s Compensation 
Act. 


PENNSYLVANIA 


H-360 


S-123 


H-580 


H-42 


S-409 
S-611 


Proposes that, in court hearings to determine the right of 
one committed to any mental hospital to a discharge there- 
from, the court may in its discretion admit in evidence the 
sworn statement of hospital physicians. 

Proposes that the children’s society in each county may, with- 
out first obtaining the consent of any parent or guardian, 
legally assume responsibility for such emergency surgical 
operations as are pronounced necessary by attending physi- 
cians and surgeons for the health and comfort of children 
who are wards of the Children’s Aid Society. 

To amend the Workmen’s Compensation Act; proposes to 
eliminate the statutory definition of hernia, which describes it 
as ordinarily a physical weakness or ailment which develops 
gradually, and to eliminate the provision that hernia shall 
not be compensable unless conclusive proof is offered that it 
was immediately precipitated by such sudden effort or severe 
strain that (1) the descent of the hernia immediately fol- 
lowed, (2) there was actual pain in the hernial regions, and 
(3) that manifestations were of such severity that they were 
immediately noted by the workman and communicated to the 
employer within forty-eight hours of the accident. 

To amend the Workmen’s Compensation Act; proposes to 
raise to $200 the amount for which an employer will be liable 
on account of medical and hospital services rendered an in- 
jured employee and to provide that in exceptional cases the 
employer shall furnish such additional medical, surgical, and 
hospital services as the industrial commission shall order, but 
in no event to exceed an additional $100. 

Amends Nursing Act. 

Provides that remedial agencies administered hypodermically, 
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PENNSYLVANIA (Cont'd) 


intramuscularly, or intravenously, and all substances contain- 
ing barbituric acid and medicines containing substances of 
glandular origin, may be sold only by registered pharmacists. 


RuHoOpDE ISLAND 


S-175 


Proposes to permit licensed physicians to prescribe such 
amounts of wine, beer, ale, porter, and other malt preparations 
for medical purposes as they deem necessary and advisable. 
To amend the Workmen’s Compensation Act; proposes to pro- 
vide that an employer shall be liable up to $500 for medical 
services rendered an injured employee when the employee 
has received hospital treatment for fourteen days or less and 
that liability shall not exceed $1,000 when an employee has 
received hospital treatment for more than thirty days. 
Charges for hospital services are not to exceed $8 per day. 
The attending physician must give written notice to the em- 
ployer within thirty days after the beginning of his service 
and, within six months after the conclusion of the services, 
must present his bill. 


SoutH CAROLINA 


H-549 Provides liens for hospitals treating free patients, on amounts 
due such patients on accident and health insurance policies. 
The lien shall not exceed 50 per cent of such an insurance 
nor more than $1.50 per patient per day. 
TEXAS 
S-78 Amends Pharmacy Act by classifying as poison any drug or 
preparation which, according to U. S. Pharmacopeia, National 
Formulary, or Materia Medica, is liable to be destructive to 
human life in quantities of sixty grains or less. 
S-488 Provides for lien for physician and hospital on any insurance 
benefits due persons treated by physician or hospital. 
H-295 Amends law requiring licensing of maternity hospitals and 
homes. 
UTAH 
H-100 ‘Provides that accredited training schools for nurses shall 
allow no student to matriculate who has not had the equiva- 
lent of a high school education. 
S-43 Amends Workingmen’s Compensation Act. 
H-151 Amends Narcotic Act. 
WASHINGTON 
S-184 Authorizes counties or counties and cities jointly to operate 


hospitals. 
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WeEst VIRGINIA 
? Requires all hospitals under certain circumstances to treat 
indigent sick and allows set-off of charges for such service 
against taxes due on real estate or personal property. 
WISCONSIN 
A-497,  =To amend the Workmen’s Compensation Act; apparently 
authorizes chiropractic treatment for injured employees. 
A-704 — Amends Workmen’s Compensation Act as to fees. for medical 
experts. 

A. J. R.83 Proposes that property owned by religious, scientific, literary, 
educational, benevolent, historical, and fraternal organizations 
may be taxed at a rate lower than that imposed on other 
property. 


Nae NR a races 


The New York Hospital 


The New York Hospital, one of the oldest teaching institutions on this 
continent, which from its founding in 1791 has been a medical teaching 
center, is just entering into a most elaborate program in the care of the 
sick and in teaching and medical research. The new buildings will occupy 
three blocks of ground on New York’s East Side immediately north of the 
Rockefeller Institute for Research, between 68th and 71st Streets. It will 
be the medical center on the East Side of Manhattan as the Presbyterian 
Hospital and Columbia University are on the West Side. 

The staff of the hospital will be members of the faculty of Cornell 
Medical College. Each department of the hospital will be under the head 
of a chief of staff who will devote all of his time to the care of patients, 
teaching, and medical research. 
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QuEsTION: Will you please advise me the number of hospital beds and bassinets 
in the United States, the value of hospital property, and the average cost of maintaining 
a bed in an average general hospital ? 

ANSWER: The total value of hospital properties, based upon present 
day cost of replacement, is in the neighborhood of $4,000,000. The total 
bed capacity for all hospitals, including bassinets, is 1,057,000, or about 
one hospital bed or bassinet for every 120 of our population. These, how- 
ever, are not evenly distributed. Over half the beds are for the use of 
mental and tuberculous patients and approximately 50 per cent of the beds 
are in hospitals that are tax-supported and are so-called “governmental”’ 
hospitals. The remaining hospitals are either privately owned or corpora- 
tion owned and operated. The average annual expenditure for new build- 
ings and additions to existing hospitals for the past ten years has heen 
$245,000,000. It costs approximately $1,400 a year to maintain each hos- 
pital bed in the general hospitals. The hospitals spend for new equipment 
and furniture $165,000,000 annually and for other supplies $135,000,000 
annually. There are 6,719 hospitals and institutions containing hospital 
beds in the United States. There is a gradual decrease in the number of 
hospitals in the United States with an increase in the bed capacities. 





Question: Can you give the total endowment for hospitals in the United States, 
with an estimate of the number of beds which the income from this endowment would 
maintain? Please advise the total amount of philanthropic gifts, together with the 
distribution. 

ANSWER: The total amount of all endowments to hospitals in the 
United States is $437,000,000. The income from this sum would support 
approximately 14,500 hospital beds at the present rate of cost of main- 
tenance. Ninety-five per cent of hospital endowments belongs to non-profit 
hospitals. The total amount of gifts of all philanthropies in 1929 was 
$2,450,720,000, of which amount $996,300,000, or approximately 40.5 per 
cent, was for churches and religion; $467,500,000, or approximately 21 
per cent, was for education ; $279,760,000, or a little more than 10 per cent, 
was for personal charities, including a small amount for hospitals.. For 
organized charitable relief, such as the Red Cross, etc., $278,710,000, or 
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approximately 10 per cent, was given; for health and hospitals, $221,500,- 
000, or a little more than 9 per cent; for foreign relief, $132,000,000, or 
approximately 5 per cent; for the fine arts, $40,000,000; for play and recre- 
ation, $20,900,000; and for miscellaneous reform organizations, $14,040,- 
000. The year 1929 was larger than any previous year and the amount of 
money that was devoted to philanthropy exceeded the next largest, 1928, by 
$120,120,000. 





Question: Please advise if an all-inclusive rate for hospital care has proved suc- 
cessful in any institution? 

ANSWER: In several hospitals in which this system is in effect it is 
operating satisfactorily from the standpoint of the hospital. A fixed charge 
per day for hospital care is quoted and this includes the board and room 
charges, all laboratory charges, nursing charges, and every charge that is 
ordinarily enumerated in the patient’s bill, with the exception of the fee 
. for consulting x-ray service. The proponents of this plan state that the 
hospital is able to advise on admission of the patient the cost of his hos- 
pitalization for the number of days which he is likely to stay in the hospi- 
tal. The rate is on a per diem basis only and the sum charged is charged 
for each day of the patient’s stay under hospital care. The proponents fur- 
ther claim that with the “all-inclusive” charge the patients will be better 
informed as to what their hospitalization will eost and that they will pre- 
pare to provide that amount upon their admission to the hospital, and, 
further, that losses from inability to collect accounts are reduced to the 
minimum. In the experience of one hospital it has not been greater than 
1 per cent within the past five years. 





Question: Can you advise me the total amount paid by patients for their care in 
the hospitals in the United States during the past year? 

ANSWER: In an analysis of the reports of fifty hospitals distributed 
throughout the United States, all of which are general hospitals and none 
of which are tax-supported hospitals, it was found that an average of 
78.2 per cent of the total operating disbursements of this selected group 
of hospitals was paid by the patient. In each of the hospitals selected 
from 8 to 20 per cent of its beds were assigned for the care of charity 
cases. The remaining 21.8 per cent of the income was derived from indi- 
vidual philanthropic support, support from community chests or other 
public welfare agencies, subsidies other than direct taxation from cities, 
counties, or states, and from miscéllaneous income. 
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QUERIES 


Eliminating the tax-supported hospitals of the country the remaining 
hospitals of this class would contain approximately 250,000 beds. Of this 
number of hospital beds the institutions have endowments sufficient to 
support 14,000 beds or more, leaving 236,000 hospital beds to be supported 
from income received from patients and from other sources enumerated 
above. According to the reports for 2,300 hospitals throughout the 
United States for the past year the average operating cost per patient day 
was $4.47. The average cost of maintenance for each bed in hospitals of 
the class considered is very close to $1,500 per annum. The total 
cost of operation of the 236,000 beds would be $375,000,000. Of this 
amount the patient pays 78.2 per cent, or $293,250,000 per annum. Allon 
Peebles estimated that the cost to the public of non-governmental hospitals 
was $380,000,000, which confirms us in the conclusion that the amount 
actually paid by the patient to hospitals is very close to the figure quoted— 
$293,250,000. 





Question: Can you advise us the average cost of hospital operation per patient 
day for 1929 and 1930? 


ANSWER: The average cost of hospital operation of the hospitals re- 
porting to this Association in 1929 was $5.32 a day. The average cost of 
operation for 1930 for 2,554 reporting hospitals was $4.47 a day. Of the 
reporting institutions the great majority were general hospitals. Probably 
not more than twenty were tax-supported custodial hospitals. 





Question: Is it possible for you to tell me the approximate number of hospital 
peds needed for the care of maternity cases in a rural community with a population 
of 300,000? 

ANSWER: The annual birth rate for the country, as a whole, was twen- 
ty-two per thousand. Figuring upon this basis in the community to which 
you refer there would be in the neighborhood of 6,600 maternity cases each 
year. For the whole United States in 1930 some 2,400,000 babies were 
born, of which number 675,000, or approximately 25 per cent, were born 
in hospitals. The larger part of this number, of course, as well as the 
largest percentage were born in hospitals located in metropolitan areas. 
In a prosperous rural community such as your own, it is altogether probable 
that if adequate facilities were provided for the care of maternity cases 
the percentage would be closer to 3314 per cent than 25 per cent. If this is 
true, the community should provide a sufficient number of beds to take 
care of 2,200 confinement cases annually. The average length of stay for 
confinement cases in a hospital could conservatively be taken as twelve days. 
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Figuring upon this basis the community should provide as a minimum 120 
beds for the care of confinement cases. There is an uneven incidence of 
maternity cases throughout the year and facilities would have to be pro- 
vided, of course, for caring for the peak load rather than the average load. 





Question: Please advise how many persons are employed constantly by the hos- ™ 
pitals of the United States. N 


ANSWER: A Conservative estimate would be 650,000, including the ad- 
ministrative officers, nurses, dietitians, social service workers, pharmacists, 





librarians, and minor personnel. This number does not include the 98,500 ye 
physicians who belong to the volunteer resident or intern staff of our At 
institutions. = 
co 
SO 
QueEsTION: What are the requirements of an accredited hospital ? - 
«ANSWER: The requirements are: ye 
1. That the hospital shall be staffed by physicians of good repute who of 
are graduates of recognized medical colleges and licensed to practice medi- se 
cine in the state in which they reside. a 
2. That the hospital shall have facilities for the diagnosis and treat- a 
ment of the patients who are brought to it for hospitalization. ; 
3. That a careful and accurate medical record of each case admitted = 
for care to the hospital be kept and filed. ss 
4. That the hospital be provided with the necessary laboratory facilities P 
to assist in the diagnosis of disease. 4; 
5. That it be operated in an ethical manner and conducted along the * 
accepted lines of hospital work. 
—__—_+0«___ - 
is 
A New Convalescent Home d 
The state legislature of California has recently passed a measure which 
has been signed by Governor James Rolph, Jr., authorizing the acceptance « 
as a gift of 2,200 acres of land, together with buildings, to be used in 
building and maintaining a state convalescent. home for tuberculous i 
patients, children in ill health, and patients convalescing from industrial 
injuries. The new institution, upon its completion, will receive convalescent ‘ 
patients coming within such classifications and will afford accommodation , 
for those who have experienced a long period of convalescent care. 7 
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PRIVATE PRACTICE OF MeEpDicINE. Vol. I. By Sir Arthur Newsholme. 

This volume, which is of particular interest to medical and hospital 
people, kas recently been published by the Milbank Memorial Fund. Sir 
Arthur Newsholme, one of the leading health authorities in Europe, was 
engaged by the Milbank Fund to undertake a survey of the European 
countries to learn and evaluate the manner in which they have attempted to 
solve their medical service problems. His volume presents an authorita- 
tive review of the survey which he has made in different countries. 


Sir Arthur’s objective was to discover to what extent and how effectively 


adequate medical service is being made available to the people, particularly 
of the middle classes, of the countries studied. In his first volume he 
reports on the Netherlands, the Scandinavian countries, Germany, Austria 
and Switzerland. Perhaps the most striking phase of his study is that it 
reveals a remarkable parallelism in the medical problems with which each 


country is faced—problems which, he observes, are closely akin .to those 





which prevail in the United States. 

In the countries studied the efforts to solve these problems seem to follow 
a common path. In each country sickness insurance prevails. While 
differing in details of administration, the economic burden of illness is 
carried by means of sickness insurance distributed over the masses. 

That these attempts to solve the problem of making adequate medical 
service available to all the people are not universally or completely effective 
is attested to by Sir Arthur Newsholme in his detailed exposition of the 
discontent with sickness insurance that prevails in Germany, the pioneer 
country in the movement for sickness insurance, and in Austria. In 
Norway and Sweden sickness insurance schemes appear to be alike ac- 
ceptable to the medical profession and to the population. They “are so 
accustomed to institutional medical treatment that they regard it as the 
natural order of things.” 

The Milbank Memorial Fund advises that Sir Arthur Newsholme was 
requested to make his investigations because there were found few pre- 
cedents in the history of public health development in the United States to 
guide the foundation in certain phases of its philanthropic activity in public 


[ 129 ] 


INTERNATIONAL STUDIES ON THE RELATION BETWEEN THE OFFICIAL AND 


= Feiner 







































ae 














THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


health, which has included large contributions in New York state and else- 
where. In order to make sure that the fund’s philanthropic service in the 
field of public health should in no way embarrass or impede, but aggres- 
sively help, the legitimate professional aspirations of the private medical 
practitioner, the fund arranged to have Sir Arthur Newsholme make these 
objective and unbiased international investigations. 

Sir Arthur’s contribution to the bibliography of this important subject 
is decidedly worthwhile and should be read with interest and profit both 
by the medical practitioner and by the hospital administrator. 





AMERICAN PHYSICIANS AND SURGEONS. Edited by James Clark Fifield. 

The Midwest Company, Minneapolis. 

This medical biographical directory, which is particularly valuable to 
hospitals and members of the medical profession as well, is just off the 
press and is “a biographical directory of the practicing members of the 
medical profession in the United States and Canada.” An effort has 
been made by Mr. Fifield to include in this directory those physicians who 
by reason of their prominence in the profession are entitled to inclusion 
in a work of this character. 

This volume, which is a book of 1,750 pages, contains supplements in 
which are listed the hospitals and sanatoria in both the United States and 
the Dominion of Canada. It identifies those institutions which are mem- 
bers of the American Hospital Association, those which have met the 
minimum requirements of the American College of Surgeons, and those 
which are recognized as teaching hospitals by the American Medical 
Association, 

It takes a prominent place among the directories of the medical profes- 
sion and of hospitals and will prove a useful reference volume for the 
superintendent’s library. 





Les Hopiraux bes Erats-UNIs ET pu CanapA. By André Gouachon. 

Imprimerie Noirclerc & Fénétrier, Lyon, France. 

This recently published book on hospitals of the United States and 
Canada by Dr. Gouachon, secretary-general of the civil hospitals of Lyon, 
is of unusual merit. Dr. Gouachon will be remembered by those who 
attended the convention in Atlantic City as the official representative of 
the French government to study hospitals in North America. 

In a very exhaustive but impersonal manner he has incorporated in his 
volume studies of the leading hospitals in many of the metropolitan cen- 
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ters of the United States and Canada. In addition to his impressions of 
our institutions and our manner of administering them, Dr. Gouachon has 
included. floor plans of the institutions which particularly appealed to him. 
The work has been especially well done and his criticism of some of the 
features of our hospitals is tempered with a high commendation of those 
other features which interésted him in his study. There is an admirably 
written preface by M. Jean Lépine, dean of the faculty of medicine at 
Lyon. 

It is a volume of three hundred pages containing one hundred reproduc- 
tions of portraits, plans, and outlines of hospital buildings and has special 
value as a reference book. 

Only a limited number has been printed, some of which are 
available for purchase at $2.75 a copy, with paper cover, or $5.00 for the 
edition in leather. It may be obtained by sending a check for this amount 
to M. Pelletier, administrator-manager of Revue des Hopitaux, 56 Passage 
de l’Hotel-Dieu, Lyon. 


—_——? © @—____ 


Wisconsin Dedicates Its New Orthopedic Hospital 
for Crippled Children 


Wisconsin’s new Orthopedic Hospital for Children was formally opened 
on June 8 and the eighty children who had been cared for in the Wiscon- 
sin General Hospital were moved into the new institution. The new 
building, erected at a cost of $300,000, will provide accommodations for 
115 patients without any crowding. The building is two stories in height, 
with the first floor on the ground level. Special arrangements have been 
made for transporting the bed-ridden children out to the terrace for air 
and sunlight. The building has been equipped with every convenience 
known to science for the care and treatment of crippled children. Arrange- 
ments have also been made for the continuing of schooling of the patients 
while they are in the hospital and a well equipped room has been provided 
for instruction and occupational therapy. The hespital will be one of the 
units of the University Hospital group and will come under the direct 
supervision of Dr. R. C. Buerki, superintendent of the Wisconsin General 


Hospital. 
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The Annual Meeting of the Michigan Association 

The convention of the Michigan Hospital Association on May 20 and 
21 at Saginaw was the best attended meeting which the association has 
had for many years. The attendance was considerably over two hundred 
and included representatives from practically every hospital in the state. 

The topics presented for discussion were of large value to the hospital 
field and the summaries of these discussions are decidedly interesting. 
Subject: DIscussION OF PSYCHOPATHIC PATIENTS IN GENERAL HOSPITALS 

Representatives of many hospitals took part in this discussion. It 
seemed to be quite generally agreed that it is very desirable to have a place 
in every hospital where mentally disturbed patients can be kept temporarily, 
at least, until their care can be arranged in hospitals for the insane. In 
most counties these patients would otherwise have to be kept in a jail, 
which would be entirely unsuitable. Some hospitals use their isolation 
rooms for this service in an emergency. By some it was felt that this 
type of patient caused the hospital a greater financial loss than others, 
but that was not the opinion of the majority. 


Subject: PER Diem Costs In STATE INSTITUTIONS AS COMPARED 
WITH GENERAL HosPITALs 

The discussion brought out the fact that in the large state institutions 
many of the patients are able to work, which makes the labor costs very 
low. These institutions also are able to produce a large portion of their 
food supplies and those that are purchased are ordered in such large 
quantities that the prices are much lower than in the small hospitals. 
Another factor in keeping down the per capita cost in the large state hos- 
pitals is the fact that their population is fairly stable and overhead ex- 
penses can be controlled much better than where there is a rapid turnover 
and the number may vary greatly from one day to the next. 


Subject: CENTRAL PURCHASING 


The general opinion was that central purchasing was practical but that 
articles which are special to hospitals should be purchased by someone 
familiar with hospital problems, or the advice of the hospital administrator 
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should be followed. Central purchasing for a group of hospitals in a 
large city seems to have worked out very satisfactorily. The best results 
have been obtained when the hospitals were not obliged to purchase through 
the central office if they did not wish to. 
Subject: AFFILIATION WITH MENTAL HosPITALs 
FOR NuRSING EpuCATION 

After some discussion the feeling seemed to be that although there was 
considerable demand for ‘nurses who had had training in bedside care of 
the mentally sick, there seemed to be no satisfactory plan for such training 
in the state hospitals in Michigan. The feeling was that when sent to 
state hospitals for this training the pupil nurses were required to do maids’ 
work instead of actually caring for the sick. 

Subject: Nurses’ EDUCATION 

This subject brought out much discussion and the views of many hos- 
pital people were expressed. A summary of the discussion is as follows: 

1. Present methods of teaching nursing are antiquated. . 

2. Curricula need revision and reorganizing. 

3. Not all members of the hospital staffs are able to teach. 

4. Schools of nursing should be set up as definite educational projects 
and not as hospital units. 

5. There should be much higher requirements of preparation for appli- 
cants to schools of nursing, two years of college work being suggested as 
a minimum. 

6. There is a scarcity of properly trained supervisors. 

7. There is a diversity of opinion as to whether or not staff physicians 
should be paid for their teaching. 

8. The case method of teaching should be used. 

9. There is danger that surgical cases, already being greatly in the 
majority, will further crowd out medical cases in the hospitals, leaving 
insufficient teaching material of the latter type. 

10. There is a difference of opinion as to whether training schools for 
nurses should be operated in connection with hospitals. 


Subject: HosprrAL SUPPORT 
Many hospital representatives reported on the amounts received by their 
hospitals from community funds, counties, etc. Each hospital seems to 
be governed entirely by local conditions. 
Subject: ORGANIZATION OF SPECIAL DEPARTMENTS 
It seemed generally agreed that special departments such as x-ray, 
laboratories, physiotherapy, etc., should be organized with a physician at 
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the head. It was urged that hospitals make more use of hospital facilities 
and two or more combine if necessary to get their laboratory work done, 
rather than use commercial laboratories. The question of whether the 
best plan for operation of these departments is on a percentage basis or 
not was discussed but no definite conclusion was reached. 
Subject: Support oF Out-PaATIENT SERVICE 

Many hospital representatives reported that their out-patient depart- 
ments were supported for the most part by community funds. In many 
the patients pay a part of the cost, patients being charged according to 
their ability to pay. 

The question of whether or not hospitals should charge full cost in work- 
men’s compensation cases was discussed. The general opinion was that 
the insurance companies should pay the entire cost in such cases. 





International Hospital Congress 


The second International Hospital Congress had a very successful and 
profitable meeting in Vienna, according to the report of the delegation of 
the American Hospital Association to the congress. At one of its sessions 
the International Hospital Association was organized. The constitution 
was unanimously adopted and the officers elected are as follows: 

President—Dr. René Sand, of Belgium 

Secretary—Dr. E. H. L. Corwin, of the United States 

Executive Committee— 

Dr, Alter, of Germany 

Dr. Kinloch, of Great Britain 

Dr. Hans Frey, of Switzerland 
* Mr. A. Gouachon, of France 

Dr. Rinetonis, of Italy 

Prof. J. Tandler, of Austria 

‘At this meeting a budget for the International Hospital Association was 

approved as follows: 

For the central office expense, $4,000. 

Expenses for each of the offices of president and secretary, $1,000. 
For the work of the committees, $2,000. 

For the expenses of the next International Hospital Congress, $2,000. 
Dr. Alter, who had charge of the secretaries of the congress, is sending 
complete report of the proceedings and discussions of the second Inter- 
national Hospital Congress and a review of the congress will be published 
in the next issue of THE BULLETIN. 
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The Minnesota Hospital Association 


The Minnesota Hospital Association opened its annual convention at 
the Hotel Duluth on Monday, June 22. 

When President Paul H. Fesler called the meeting to order more than 
two hundred representatives of ninety-five hospitals were present. From 
the standpoint of attendance and interest this convention was the most 
successful in the association’s history. A program of unusual merit was 
presented. 

At the morning session the subject of “The Cost of Medical Care” was 
discussed by Professor C. Rufus Rorem, of the Committee on the Costs 
of Medical Care. Mr. Rorem told the association of the difficulties to be 
encountered in distributing and accounting for costs incident to illness 
because of the lack of uniformity in the methods of keeping hospital ac- 
counts. He emphasized the value of the cost accounting as outlined and 
recommended by the American Hospital Association in its Bulletin No. 
66, “Report of the Committee on Accounting and Records.” He deplored 
the system followed by some institutions of incorporating the capital ex- 
penditures of their instituticns in the operating cost of the hospital and 
figuring the cost upon that basis. 

He criticized the method of recording patient days which is in use in 
some institutions, particularly that of charging to the patient’s account 
both the day of admission and the day of discharge. ; 

Among the significant statements Professor Rorem made was that in 
his experience, hospital administrators on the whole were as competent 
and efficient in the administration of their institutions as the executives 
and administrators of commercial organizations. 

The various committees then presented their reports. ; 

At the luncheon meeting, Mr. Robert E. Neff, of the University of Iowa 
Hospitals, delivered an address on “Co-operation of Health and Social 
Agencies in the Promoting of Community Health from the Standpoint of 
Hospitals.” Mr. Neff particularly outlined the large part which the hospi- 
tal contributes in the promotion and the preservation of the health of its 
community. He emphasized the importance of a very sympathetic under- 
standing and full co-operation between the hospital and other health 
and social agencies. 

The afternoon session was presided over by President Fesler and was 
opened with the subject of nursing education. The program was intro- 
duced by Miss E. Muriel Anscombe, superintendent of the Jewish Hospi- 
tal of St. Louis, who presented a paper on “Nursing Education and 
Service.” 
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This was followed by the report of the Committee on Existing Nursing 
Conditions in Minnesota. The report of this committee was particularly 
well done and in accepting it, it was moved and carried that the committee 
be continued for another year. The report dealt particularly with the lack 
of the necessary mandatory legislation governing the admission of the 
nurse in training and the character of her education until the completion 
of her training period. The discussion of Miss Anscombe’s paper 
was participated in by Miss Leila Halverson, secretary of the state 
board of nurse examiners, by Rev. W. Merzdorf, superintendent of the 
St. Lucas Evangelical Deaconess Hospital, Faribault, by Miss Olivia Peter- 
son, president of the Minnesota State Registered Nurses’ Association, by 
Miss Catherine Densford, director of nursing of Central School, Univer- 
sity of Minnesota, by Mr. H. B. Smith, director of the Northern Pacific 
Hospital of St. Paul, and by Miss Rebecca Peterson, superintendent of 
the St. Andrews Hospital, Minneapolis. 

Just before the meeting concluded, the report of the tellers was received 
and the following officers were elected: president, Dr. Frank G. Carter, 
superintendent, Ancker Hospital, St. Paul; vice-presidents, Dr. H. A. 
Burns, director, Ah-Gwah-Ching Sanatorium, Mr. A. M. Calvin, St. Paul, 
and Mr. Victor Anderson, Minneapolis; secretary-treasurer, Mr. James 
McNee, superintendent of St. Luke’s Hospital, Duluth; trustees: Sister 
Patricia, Duluth, Mr. J. H. Mitchell, Rochester, and Mr. J. G. Norby, 
Minneapolis. 

The banquet was held at the Hotel Duluth with President Fesler as 
toastmaster. The guest speakers were Dr. George F. Stephens, superin- 
tendent of the Winnipeg General Hospital, who spoke on “The Social 
Trend in Medicine,” Professor C. Rufus Rorem, of the Committee on the 
Costs of Medical Care, whose subject was “The Public’s Investment in 
Hospitals” (both of these addresses appear in this issue of THE BULLETIN), 
and Dr. Bert W. Caldwell, executive secretary of the American Hospital 
Association. 

On Tuesday morning, the delegates proceeded to Lutsen, Minnesota, a 
beautiful resort on the north shore of Lake Superior, where they met with 
the Minnesota State Tuberculosis Association for the completion of their 
program. The session covered “The Care of Tuberculosis Patients” and 
the discussions were led by Dr. A. T. Laird, superintendent of the Nopem- 
ing Sanatorium, Dr. Roy M. Mayne, of Duluth, Dr. F. G. Carter, Dr. J. 
A. Myers, of the University of Minnesota, Dr. E. S. Mariette, superin- 
tendent of Glen Lake Sanatorium, Oak Terrace, and Miss Perrie Jones, 
of the state board of control of Minnesota. 

The afternoon session was opened with the discussion of “Social Serv- 
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ice in Small Hospitals” by Miss Helen Beckley. This was followed by 
“The Salesman’s Contribution to Hospital Success,” by Mr. Will Ross, 
and a discussion which was participated in by Mr. Wallace Hays, pur- 
chasing agent of the Mayo Clinic, Mr. George Love, of the Ancker Hos- 
pital of St. Paul, Mr. A. G. Stasel, superintendent of the Eitel Hospital, 
Minneapolis, Mr. Walter Lundahl, of the Glen Lake Sanatorium, Miss 
Lydia Miller, of the Asbury Hospital, Minneapolis, and Sister Patricia, 
St. Mary’s Hospital, Duluth. 

The evening entertainment was of an educational and historical nature 
and consisted of five Fireside Tales of the North Shore. Judge Bert 
Fesler of Duluth was the master of ceremonies. 

The Wednesday morning session was presided over by Miss Catherine 
Allison and consisted of a program upon “The Cost of Medical Care for 
Compensation Cases.” The discussion was opened by Mr. S. L. McGowan 
representing insurance companies, followed by Dr. M. McC. Fisher rep- 
resenting the medical profession, Mr. Victor Anderson representing the. 
hospitals, and Mr. William Mills, superintendent of the Swedish Hospital 
of Minneapolis. 

The morning session concluded with a cound table conducted by Mr. 
Victor Anderson, manager of the Abbott Hospital, Minneapolis. 

The luncheon speaker was Mr. L. G. Foley, state hospital inspector of 
the ‘state board of control. 

The afternoon session opened with a discussion of “Dietetics in the 
Small Hospital” by Mrs. Winifred H. Erickson, director of dietetics of 
the Ancker Hospital, St. Paul, and continued with a general round table 
conducted by Dr. Robin C. Buerki, superintendent of the Wisconsin Gen- 


eral Hospital, Madison. 





COMING MEETINGS 
American Public Health Association, Montreal, September 14-17. 
American Protestant Hospital Association, Toronto, September 25-28. 
American Hospital Association, Toronto, September 28-October 2. 
American Occupational Therapy Association, Toronto, September 28-Oc- 
tober 2. 
Children’s Hospital Association, Toronto, September 28. 
Association of Record Librarians, New York, October 12. 
American College of Surgeons (Hospital Conference), New York, Oc- 
tober 12-15. 
American Dietetic Association, Cincinnati, October 19-21. 
Kansas Hospital Association, Hutchinson, October. 
Colorado Hospital Association, Colorado Springs, November 10-11. 
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The South Dakota Hospital Association 


The South Dakota Hospital Association held its second annual con- 
vention in Madison on June 9 and 10. One hundred and forty hospital 
people, representing the institutions of this state, participated in this meet- 
ing. Under the presidency of Dr. R. S. Westaby of Madison, this asso- 
ciation has enjoyed a remarkable growth. In his presidential address Dr. 
Westaby emphasized the necessity for a better workmen’s compensation 
act and more favorable legislation in connection with automobile accident 
cases. The doctor cited a case in which the hospital had attempted to col- 
lect for its services in an automobile accident case and the Circuit Court 
had rendered an adverse decision. The hospital immediately appealed to 
the Supreme Court. The decision in this case has not been rendered but 
the association is encouraged in the belief that it will be favorable. 


In addition to the presidential address of Dr. Westaby, Mr. Paul H. 
Fesler, President-elect of the American Hospital Association, Mr. C. W. 
Carlson, Dr. J. S. Harkness, and Mother Raphael, superintendent of the 
Mckennan Hospital, Sioux Falls, addressed the convention. 


The afternoon meeting resolved itself into an open forum with a dis- 
cussion of hospital problems. 


The meeting for 1932 will be held at Mitchell. 


The officers elected for the coming year are: president, Dr. J. S. Hark- 
ness, Methodist State Hospital, Mitchell; vice-president, Mrs. Mary A. 
Schmidt, superintendent of the Chamberlain Hospital and Sanatorium, 
Chamberlain ; and secretary-treasurer, Mr. C. W. Carlson, the Moe Hos- 
pital, Sioux Falls. Trustees, Sister Mother Raphael, Sioux Falls, and 
Dr. R. S. Westaby, Madison. 


—- -# @ ¢ 
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To those who Know 
microscopes: 














The GS is a laboratory microscope built to provide a maximum 
of balance, stability, and sturdiness. Optically it is the same as 
other B & L laboratory microscopes. The stand makes this in- 
strument the personal preference of many who prefer a somewhat 
heavier, more rugged microscope. 


Like all truly efficient mechanisms, its beauty and grace proclaim 
its balance and precision. The arm sweeps down in a long arc to 
join the base at the point that allows the instrument to be in 
proper balance at any angle of inclination between the vertical 
and horizontal. The long and heavy V-shaped base gives unusual 
stability. 


Write for literature that will bring you complete details about the 


GS. 


BAUSCH & LOMB OPTICAL CO. 
: Paul St. » « Rochester, N. Y. 








Ye XN 


: \ BAUSCH 
\ = LOMB 
a 


YAU e FAK) NI 


Makers of Orthogon Eyeglass Lenses for Better Vision 






























[ 141 } 








Hospital Library and Service Bureau 
Charlotte Janes Garrison, Director 


April. The interest of hospitals, authors, and publishers in 


Ts LIBRARY has received the following new contributions since 


providing these timely articles for distribution to hospital work- 
ers is gratefully acknowledged. 


Medical and Hospital Economics 

Baby Book of the Presbyterian Hospital, Chicago. Installment payment for hospital 
confinement. 1931. 

Woman's City Club, Chicago. New health plan. Physical examination and hospital 
insurance. January, 1931. re 

Cost of Sickness fram Standpoint of Nursing Profession, Daisy Dean Urch, reprinted 
from Hosp.’ Soc. Service, 1931. 

Cost of Medical Care from Standpoint of the Private Practitioner, J. C. Ruddock, 
M.D., Hosp. Soc. Service, 1931. 

Private Group Clinics, C. Rufus’ Rorem, Committee on Costs of Medical Care, Pub. 
No. 8, 1931. 

Economic and Social Status of Patients of the Public Health Institute, Bernard 
Regenburg, March, 1930: 

Hotel Depreciation Studies, Paul Simon of Horwath & Horwath, Hotel Accountants, 
1930. 

Health versus the High Cost of Medical Care, reprinted from Hosp. Soc. Service, 1931. 

Baby Care Costs from 23% to 28% of Adult Service, Worth L. Howard, reprinted 
from Hosp. Man., May, 1931. 

Nursing 


Historical Sketch of American Nurses’ Association, 1930. 

Digest of the Laws of States Requiring Registration for Nurses and Attendants, 
Amer. Nurses’ Assn., 1930. 

Suggestions for Planning Meetings, Amer. Nurses’ Assn., 1930. 

Alumnae Associations: What They Do and How They Do It, Amer. Nurses’ Assn., 
February, 1931. 

: Public Health and Hospitals 

The Philosophy of Health Education in the Clinic, lago Galdston, M.D., Hosp. Soc. 
Service, 1931. 

The Present Status of Cancer Treatment Facilities in the U: S., John W. Cox, M.D., 
(Departments in general hospitals and special hospitals), Bull. Amer. Soc. Con. 
Cancer, 1931. 

Hospital Social Service Departments and Public Health Nursing Organizations, 
Laura A. Draper, reprinted from Hosp, Soc. Service, June, 1930. 


Special Hospitals 
Private Sanatoria for Mental Patients in Illinois, John M. Grimes, M.D., 1931. 
Psychiatric Features in Convalescence, L. J. Pollock, M.D., reprinted from Hosp. 
Soc. Service, 1931. 
Hospital Publications, Publicity, etc. ; 
Publicity for Hospitals, G., Harvey Agnew, M.D., reprinted from Hosp. Prog., 
March, 1931. 
Trampling on the Rules, S. S. Goldwater, M.D., reprinted from Mod. Hosp., 
April, 1931, 
—* Information, and House Rules, Cook County School of Nursing, May, 
931. 
Information for the Public, St. Mary’s Hospital, Duluth, 1931. 
Medical Records Class, Announcement, Graduate Hospital, U. of Penn., June, 1931. 
Georgia Warm Springs Foundation, Warm Springs, Ga., Annual reports, 1929-1930. 
Reprints, various projects in occupational therapy at Bloomingdale Hospital, Louis 
Haas, 1931. ; 
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Radiographs 


at 1000 ma. with Victor 


* geek! ten years ago Dr. W. D. Coolidge, in 
the Research Laboratories of the General 
Electric Company, made radiographs with 1000 
ma. of tube current. Roentgenologists who viewed 
these radiographs recognized immediately the 
vastly increased diagnostic value with this high 
milliamperage, as it permitted high speed radi- 
ography at comparatively low voltages— speed 
sufficient to arrest involuntary motion of the 
heart, lungs, stomach, etc. 

At asubsequent x-ray meeting in Chicago this 
series of 1000 ma. radiographs was exhibited by 
Dr. Coolidge, and the interest manifested proved 
conclusively that Roentgenologists awaited the 
day when equipment of this capacity would be- 
come available for certain classes of work. 

But it is a long step, sometimes, between an 
experimental set-up in the research laboratory 
and the apparatus eventually developed for prac- 
tical use. In the years intervening a vast amount 
of further research and experimental engineer- 
ing have entered into these two developments, 
which not until now could be announced. Ob- 
viously the handling of this large amount of 
energy demands apparatus of utmost precision 
and automatically true in performance in order 
that it be thoroughly practicable in the hands 
of the average operator. 

When it may be said that with this Victor 
equipment onecan obtain radiographsin 1/120th 
second, with as high as 1000 ma. tube current, 





in ‘120th sec. 









— 
realizing a diagnostic quality unprecedented in 
the x-ray art, and with greater simplicity and 
more consistent duplication than has been pos- 
sible with the so-called high milliamperage tech- 
nics up to the present—then can one appreciate 
what research in physics and engineering has 
again contributed to medical science. 

The apparatus proper employs four Kenotron 
Valve Tube Rectifiers known as the KR-3 type, 
the first of the Kenotron series to prove accept- 
able to Victor engineers as sufficient for the re- 
quirements of modern x-ray equipment. An iri- 
genious control (magnetic) system coupled with 
this Kenotron, together with a transformer of 
extraordinary efficiency, have made possible the 
positive, unfailing performance mentioned in 
the preceding paragraph. 

This equipment is now in production and in- 
stallations are being scheduled in the sequence 
of orders placed. Further particulars will be 
gladly given on request. 


GENERAL @ ELECTRIC 





X-RAY CORPORATION 
2012 Jackson Boulevard Chicago, IIL, U.S.A. 
FORMERLY VICTOR ies “RAY ATION 





Join us in the General Electric program broadcast aoerg 
Saturday evening over a nation-wide N. B. C. networ 
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APPLICATIONS FOR INSTITUTIONAL MEMBERSHIP 
May 21 to June 20, 1931 


OMI crc bay shin ha Oeee ater as bes haces Providence, R. I. 
FR ee ee Pe eee Per ee ree Clarksville, Tenn. 
Elizabeth General Hospital and Dispensary............. Elizabeth, N. J. 
Jones Eye, Ear, Nose & Throat Hospital............ Johnson City, Tenn. 
King’s Daughters’ Hospital............. Ste enaa ears Gulfport, Miss. 
eee ee Cee Regina, Sask. 
PONG: PORTE TOMA. 6.5 ov eos pecencnviewisatess Toronto, Ont. 





APPLICATIONS FOR PERSONAL MEMBERSHIP 
May 21 to June 20, 1931 

Agnes, Sister M., supt., St. Mary’s Hospital, Superior, Wis. 

Aloise, Sister M., night supv., Sacred Heart Hospital, Le Mars, Ia. 

Andrews, L. L., M.D., med. supt., Florida Sanitarium & Benevolent Asso- 
tion, Orlando, Fla. 

Aquiline, Sister, supt., St. Mary’s Hospital, Cincinnati, O. 

Bacon, Frank, trustee, Columbia Hespital, Milwaukee, Wis. 

Baitzell, N. A., M.D., Baltzell Hospital, Marianna, Fla. 

Barnes, L. W., secy-treas., St. Lucie Hospital, Inc., Stuart, Fla. 

Blackburn, John H., M.D., staff mem., Bowling Green City Hospital, 
Bowling Green, Ky. 

Boyd, John E., M.D., pres. of staff, St. Vincent’s Hospital, Jacksonville, 
Fla. 

Buck, Calvert E., supt., Episcopal Eye, Ear, and Throat Hospital, Wash- 
ington, D. C. 

Conroy, John J., chairman bd. trust., Clarksville Hospital, Clarksville, 
Tenn. 

Crow, William H., arch., Crow, Lewis & Wick, 200 Fifth Ave., New York, 
eA 

Eisenman, Francis J., M.D., supt., Garfield Memorial Hospital, Washing- 
ton, DiC. 

Faulkner, Joseph P., maintenance engr., Mountainside Hospital, Montclair, 
N. J. : 

Fowler, Rev. Frank G., gen’l supt., White Cross Hospital, Columbus, O. 

Goddard, Murry C., supt., Lake County Memorial Hospital, Painesville, O. 

Harkness, R. B., M.D., supt., Lake Shore Hospital, Lake City, Fla. 

Hayes, Jeanette, pres., Wisconsin State Nurses’ Association, Milwaukee, 
Wis. 

Hein, Martha E., supt., Lutheran Hospital, Hampton, Ia. 

Hof, Gertrude E., prince. nrs., Allen Memorial Hospital, Waterloo, Ia. 
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GeERMA-MEDICA, the scientifically 
constructed liquid Surgical Soap, removes 
all the secretions from the depths of the 
pores, leaving the hands surgically clean 
and the skin soft and free from dryness. 
Ask about our plan for furnishing Lever- 


nier Portable Foot Pedal Dispensers with- 4 : if 
out charge for use with Germa-Medica. = h 
The Hospital Dept. e Ds 








eee The Huntington Laboratories | ee 
**Single’’ z ‘ Incorporated i “Twin” 
| Huntington, Indiana O 
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Hughes, Maurice L., M.D., staff mem., Clarksville Hospital, Clarksville, 
Tenn. 

Hurlbut, C. J., M.D., supt., Bartow General Hospital, Bartow, Fla. 

Jackson, T. F., M.D., owner, Dr. T. F. Jackson’s Hospital, Dade City, Fla, 

Janson, Eva E., supt., Children’s Hospital, Columbus, O. 

Jarrett, Lewis E., asst. supt., Memorial Hospital, Richmond, Va. 

Johnson, J. R., gen’l mgr., Methodist Hospital of Ia Crosse, La Crosse, 
Wis. : 

Johnston, Margaret, R. N., supt., Beloit Municipal Hospital, Beloit, Wis. 

Kingsbury, Natalia W., trustee, Morton F. Plant Hospital, Clearwater, Fla. 

Layman, Ethel, supt., Bellin Memorial Hospital, Green Bay, Wis. 

Mary, Sister Anna, supt., St. Joseph’s Hospital, Ottumwa, Ia. 

McWhorter, Alice E., supt. nrs., Garfield Memorial Hospital, Washing- 
ton, D.C. 

Mutschmann, John, R. N., supt., St. Luke’s Hospital, Milwaukee, Wis. 

Olson, Anna J., supt., The Community Hospital, Berea, O. 

Parrish, Mary E., supt., Victoria Hospital, Miami, Fla. 

Peek, Eugene G., M.D., staff mem., Munroe Memorial Hospital, Ocala, 
Fla. 

Pflug, Ellen A., supt., Hamburg Hospital, Hamburg, Ia. 

Pratt, Oliver G., supt., Salem Hospital, Salem, Mass. 

Recht, Irene, supt., Plymouth Hospital, Plymouth, Wis. 

Rottmiller, C. A., mgr., Orlando-Florida Sanitarium & Hospital, Orlando, 
Fla. 

Royce, Ainah, supt., Morton F. Plant Hospital, Clearwater, Fla. 

Ryd, G. E., hosp. consultant, Varmelednings A.B. Calor, Stockholm, 
Sweden. 

Schnauss, W. R., M.D., staff mem., St. Vincent’s Hospital, Jacksonville, 
Fla. 

Seaman, Harold, trustee, Columbia Hospital, Milwaukee, Wis. 

Sherry, Edward P., trustee, Columbia Hospital, Milwaukee, Wis. 

Shouse, Frances, R. N., supt., Southeast Missouri Hospital, Cape Girar- 
deau, Mo. 

Smith, Grace W., supt., Good Samaritan Hospital, Sandusky, O. 

Squire, Esther, supt., Grinnell Community Hospital, Grinnell, Ia. 

Waas, Frederick J., M.D., staff mem., St. Vincent’s Hospital, Jackson- 
ville, Fla. 

Warfield, Wm. A., M.D., chief surg., Freedmen’s Hospital, Washington, 
D. C. 

Wegmann, Sister W., supt., Holy Cross Hospital, Merrill, Wis. 

Wesslund, Florence H., princ. nrs., lowa Methodist Hospital, Des Moines, 
Ta. 
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IN CLEVELAND 


The beautiful group of hospitals, which constitutes Cleveland's 
Western Reserve Medical Group, is equipped throughout with 
American Sterilizers. This group includes: 


bee new Lakeside Hospital contains comprehensive and interesting equip- 
ment of sterilizers calculated to care for the unusually exacting requirements 
of a hospital used in conjunction with a medical university. 
The old Lakeside Hospital, shortly to be abandoned, cared for its exacting 
surgical requirements also with American Sterilizers. 


BABIES’ AND CHILDREN’S 
HOSPITAL 


HANNA PAVILION 
LAKESIDE HOSPITAL 
MATERNITY HOSPITAL 
RAINBOW HOSPITAL | 
OUT-PATIENTS’ DEPARTMENT 
UNIVERSITY HOSPITALS 


Architect 


Pil 
lll ll | [ ; f 4 Coolidge, Shepley, Bulfinch 





& Abbott, Boston, Mass. 





Director 
Frank E. Chapman 





AMERICAN STERILIZER COMPANY 
1208 Plum St., ERIE, PENNSYLVANIA 


EASTERN SALES OFFICE: 200 Fifth Avenue, New York City 
CANADIAN AGENTS: Ingram & Bell, Ltd., Toronto, Montreal, Calgary and Winnipeg 
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| 
NEW BUILDINGS AND CONSTRUCTION | 
| 


Pueblo.—The Colorado State Hospital is having plans prepared for the 
erection of a new nurses’ home and dormitory and a staff house. Con- 
struction on these new buildings will be started this summer. 























CoLoRADO 


ILLINOIS 

Berwyn.—The Berwyn Community Hospital Association, an organiza- 
tion of public-spirited citizens, has taken over the Berwyn Hospital, which 
was built and operated by a group of Berwyn physicians, and is making 
arrangements to secure an endowment of $250,000 for the support of the 
institution. The purpose of the endowment is to finance a reduced hospital 
rate for the citizens of Berwyn and adjacent communities. 

Chicago—The Gertrude Dunn Hicks Memorial Hospital, one of the 
new units of the University of Chicago for the care of the sick children, 
was dedicated Monday, June 22. This is the fourth unit for the study of 
the diseases of children which has been erected on the Midway in the last 
two years. The others are the McElwee Memorial, the Bobs Roberts 
Memorial Hospital for Children, and the Chicago Lying-in Hospital and 
Dispensary. The Hicks unit cost $300,000 and will contain fifty beds for 
the care of crippled children. With the completion of this institution the 
University of Chicago will have available for the care of sick children more 
than five hundred hospital beds. 

The last obstacle in the way of the construction of La Rabida Sanitarium 
was removed when the Illinois legislature sanctioned the use of a portion 
of Jackson Park as a site for this institution. It will be maintained for 
the treatment of children with heart ailments and will be a replica of 
La Rabida monastery at Palos, Spain. It will provide beds for 120 
children and will include a research laboratory and a diagnostic suite com- 
pletely equipped with apparatus for the study of cardiac patients. The 
building will cost $300,000 and will be ready for occupancy early in 1932. 
It is the only institution of its kind outside of Vienna. 

Graham, Anderson, Probst, and White are the architects who designed 
the building, and donated their services as a gift to the sanitarium. Dr. 
Robert Alfred Black has been selected as medical director. 
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c. three types of 
Bard-Parker handles 
and nine patterns of 
detachable blades, the 
surgeon may choose 
the proper combina- 
tions to meet his indi- 
vidual requirements. 
The handles last a life- 
time. The razor-sharp 
blades, easily replaced 
in a few moments, elim- 
inate the necessity of 
constant resharpenings. 


PRICES: Bard-Parker handles 
—$1.00 each. Blades, six of 
one size per package 
$1.50 per dozen. 


QUANTITY DISCOUNTS: 1 to 5 
gross, all sizes of blades, unit 
delivery—10% discount. 5 
gross or more, all sizes of 
blades, unit delivery —15 % 
discount. 


BARD-PARKER CO., Inc. 
369 Lexington Ave., New York 
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Plans are now being drawn for the remodeling of the old Chicago Lying- 
in Hospital, which was recently purchased at a cost of $775,000 by the 
Chicago Provident Hospital. These plans call for an expenditure of 
$250,000. The six-story main building will be converted into a general 
hospital, with a capacity of 140 beds. The mothers’ aid building will be 
used as a clinic and out-patient department. 

Maywood—Arrangements are being made to construct a memorial 
chapel at the Edward Hines Jr. Memorial Hospital, to cost $200,000. 

MASSACHUSETTS 

West Boylston—Contract for the erection of the County Tuberculosis 
Hospital has been let. The bid for the construction of this institution was 
$956,655. 

MIssouRI 

St. Louis—The Christian Welfare Hospital has approved plans for the 
construction of a new building which will cost $150,000. 

Archbishop John J. Glennon laid the cornerstone of the new $1,000,000 
-Firmin Desloge Hospital of St. Louis University on June 2. 

Spring field —Construction on the new $185,000 addition to Burge Hos- 
pital will be started at an early date. The new unit will provide facilities 
for the care of seventy-five additional patients. The building is made 
possible through the benefaction of Mrs. John H. Nixon. 

NEBRASKA 

Friend.—The new Warren Memorial Hospital, recently completed, was 
opened for public inspection on Sunday, May 17. 

Omaha.—The cornerstone for the new Douglas County Hospital at 
42d and Poppleton Streets was laid, with appropriate ceremonies, on 
Sunday, June 7. 

NEW JERSEY 

Teaneck.—The newly completed wing of the Holy Name Hospital, built 

at a cost of $300,000, was dedicated on the 24th of May. 
NEw York 

Brocklyn—Miss Elizabeth Nanes, superintendent of Trinity Hospital, 
announces that contracts are being let for the construction of a new 125-bed 
wing. The erection of this addition will increase the bed capacity of the 
hospital to 225. 

Glen Cove.—Plans for the construction of a three-story addition for the 
North Country Community Hospital have been approved and construction 
will start within the next few days. 

Irvington-on-Hudson.—Ground was broken June 15 for the construction 
of Irvington House. The institution for the care of children suffering 
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from diseases of the heart was destroyed by fire in April of last year. 
The new structure will cost $500,000 and will accommodate 150 children. 
Dr. Robert Halsey is director. 

Jamaica, L. I —The cornerstone of the new $4,000,000 City Hospital in 
North Jamaica was laid on June 19, with Mayor Walker officiating. The 
new hospital will be operated by the’city and will take over the ambulance 
service now being conducted by private organizations. It will be the largest 
city-owned institution in Queensboro and will provide accommodations for 
four hundred patients. Mayor Walker chose to devote the afternoon of 
his birthday to laying the cornerstone of this new institution. 


NortH Dakota 
Dickinson.—St. Joseph’s Hospital is planning the erection of a $40,000 
unit, construction upon which will be started within a few weeks. The 
new addition will provide thirty-six additional private rooms. 


OHIO 
_ Dayton.—The Most Rev. John T. McNicholas, archbishop of Cincinnati, 
laid the cornerstone of the new $200,000 Good Samaritan Hospital on 
May 24. 

Ravenna.—Ground was broken on June 11 for the new Robinson 
Memorial Hospital. The building when completed will cost in the neigh- 
borhood of $125,000. 

OKLAHOMA 

Anadarko.—Contracts for the construction of a new. municipal hospital, 

to cost $50,000, were let on June 25. 


PENNSYLVANIA 
Upper Darby.—Ground was broken on June 16 for the first unit of a 
new nurses’ home at the Delaware County Hospital. This new home was 
made possible by a gift of $100,000 from Mrs. May F. Fitzgerald. 


SouTH CAROLINA 
Abbeville —The board of trustees of the Abbeville County Memorial 
Hospital has approved the plans submitted by Charles. William Fant for 
the erection of a new hospital. The old building burned several years ago. 
The new building will be of fireproof construction and when completed 
will accommodate forty patients. 


TENNESSEE 
Lexington.—The new Community Hospital, which is in course of erec- 
tion, will be completed and ready for occupancy shortly after the first of 
July. This hospital, located in rural Tennessee, was built at a cost of 


$50,000. 
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Corpus Christi—The Fred Roberts Memorial Hospital, which was estab- 
lished in 1928, is erecting an annex which will provide thirty-five addi- 
tional beds for this institution. The addition is made possible by the 
generosity of Mr. H. H. Harrison, a patient in the hospital, as evidence of 
his appreciation of the care and treatment given him. 

Galveston.—The new Federal Marine Hospital which is now under 
course of construction will be ready for occupancy by July 15. Dr. Joseph 
S. Bolten, Surgeon, United States Public Health Service, will be the 
medical officer commanding. 

The new State Psychiatric Hospital will be completed early in August. 
Dr. Giles Day, one of the eminent psychiatrists of Texas, has been ap- 
pointed superintendent of this new institution. 

Kilgore.—Construction has been started on a new thirty-bed hospital in 
this city. 

Tyler—Smith County is considering the erection of a $250,000 county 
hospital which when completed will provide accommodations for one 
hundred patients. J 





VERMONT 

Fair Haven.—The McNamara Hospital, recently completed, was opened 
for the admission of patients on Monday, June 1. 

Newport.—The Orleans County Hospital was bequeathed $15,000 under 
the terms of the will of Mrs. Flora A. Guild. This bequest will be used 
to endow beds in the hospital for those who are unable to pay for hospital 
care. 

VIRGINIA 

Norfolk.—Construction work has been started on the administration 
building and colored pavilion of the Charles R. Grandy Sanatorium. The 
sum of $100,000 has been set aside for the building and completion of 
this institution. 

WISCONSIN 

Racine.—Construction on the new St. Mary’s Hospital, which will cost 
$700,000, will start immediately after the bids are let, some time this 
month. The new structure will be adjacent to the present building, which 
will be converted into a nurses’ home when the new hospital is completed. 
The building will be six stories in height and will have accommodations for 
250 patients. 

Wauwatosa —A new hospital for St. Camillus’ monastery, to cost 
$180,000, is in process of construction. When completed, the property 
and site will be valued at close to $500,000. 
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ANNUAL 
REPORTS 


PRINTED Annual 
Report presenting to 
the public a brief, interesting 
statement of what the hospi- 
tal has accomplished during 


the year is not only desirable 
but essential. 7 


C Such a report has great pub- Pee, Sa 
licity value if properly written iit 
and produced. It should be the 
medium through which members 
of the community may be inter- 
ested in the work of the hospital. 


@ A plan of standardization in 
the matter of size of book, paper 
stock for inside and cover, typo- 
graphy and other details enables 
us to offer you a service in this 
matter heretofore not obtainable. 





























Now is the time to 
prepare the copy. 
Write for details of our 
Standardized Service. 





Physicians’ Record Co. 


The Largest Publishers of 
Hospital and Medical Records 


161 W. Harrison St. Chicago, IIl. 





[Please mention “The Bulletin of the 
American Hospital Association” when 
writing to Physicians’ Record Co.] 
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P-E-R'S-O-N‘A‘L I-T-E-M:S 





Mr. Louis J. Bristow, who has been superintendent of the Southern 
Baptist Hospital, New Orleans since its opening several years ago and 
who expressed a desire to retire from office last year, has been re-elected 
to the position of superintendent. His re-election came while Mr. Bristow 
was convalescing from a serious illness. He is still confined to his bed 
but is greatly improved. 


Mr. William E. Proffitt, formerly superintendent of the Deaconess 
Hospital, Buffalo, has been chosen superintendent of the Ithaca Memorial 
Hospital to succeed Mr. Ferdinand C. Hilker, who was forced to give up 
this position because of ill health. 


Mr. William P. Slover has been appointed assistant superintendent of 
the Children’s. Memorial Hospital, Chicago. 


Dr. H. M. Ginsburg has been named director of the Fresno General 
Hospital, Fresno, California, succeeding Dr. H. O. Collins. 


Miss Julia Willey has been selected superintendent of the Mason Hospi- 
tal, of Brady, Texas. 


Miss Minnie Hiebert is the new superintendent of the Marion Hospital, 
Peabody, Kansas. 


Dr. Calhoun Doler has been appointed to the position of superintendent 
of the Western Oklahoma Tuberculosis Sanatorium at Clinton, Oklahoma, 
succeeding Dr. Elmer E. Darnell, who recently resigned. 


Dr. Robert B. Nye is to be the director of the new Curtis Clinic at 
Jefferson Medical College Hospital, Philadelphia, which will be completed 
in the fall. 


Rev. L. S. Roseland has been appointed to the superintendency of the 
new hospital at Vermillion, South Dakota. Mr. Roseland will superintend 
the construction of this new hospital and will take charge of the business 
management of the association. 


Rev. Frank G. Fowler has been named general superintendent of White 
Cross Hospital, Columbus, Ohio, to succeed Dr. John G. Benson, who re- 
signed to become superintendent of the Methodist Hospital, Indianapolis. 
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This advertisement is one of a series addressed to Institutional Executives. 


. 


Question: 


What are some of the factors of economy 
and convenience in the hospital laundry layout? 





ANSWER: 


As in all laundries, the equipment should be 
so placed that the soiled work will enter at 
one end of the imaginary flow line and leave 
finished at the other — without backtracking. 
Therefore, the problem of delivery to the 
laundry, the dispatch in handling and the re- 
sultant economy are important. 


Chutes from one or more well chosen loca- 
tions on each floor, delivering their loads to 
the correct point in the laundry plant, are 
recommended. Even where an upper floor 
houses the equipment, and the service eleva- 
tor does not have access to the proper starting 
oint, it may still carry the loads above the 
‘laundry floor so that sloping chutes 
or —_ may transfer them lateraily by 
on. hese should be lined smoothly, of 
re-proof construction, free 
from harboring disease germs 
—with top-hinged, fire-proof, 
self-latching doors. 


The chutes must be generous. 


| (bt cas eee 





Two feet square, or more, to avoid jamming. 
Where not vertical, the slope should not 
exceed 40° co vertical. The terminal should 
be a long uncovered curve. 


Close coupling between the boiler and engine 
rooms and the laundry, ample hot and cold 
water, and drainage arrangement are factors 
of efficient operation. Level and capacity of 
sewer must be known. Space should be pro- 
vided for a heat exchanger to save the BTU 
in the hot waste waters. If the sewer level is 
too high for the washroom floor, the ex- 
changer may pump-feed the hot wastes: suffi- 
ciently high to drain properly into the sewer. 


This problem of economies, of which the 
above but briefly discusses them, is one on 
which the Troy Advisory Ser- 
vice can render valuable assis- 
tance. 


Consult Troy for this aid. 
There’s no obligation. 


TROY LAUNDRY MACHINERY CO., INC. 
Chicago + New York = San Francisco + Seattle = Boston + Los Angeles. Factories: East Moline, mM. 
JAMES ARMSTRONG & CO., Lid.. European Agents: London ~ Berlin ~ Zurich. 


TROY 


LAUNDRY MACHINERY 
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Mr. H. K. Ford has been selected superintendent of the Little Rock 
(Arkansas) General Hospital to succeed Mrs. Florence G. Ellis. 


Rev. Wilbur N. Mason is the new superintendent of Bethany Methodist 
Hospital, Kansas City, Kansas, to succeed Rev. T. Restin Heath, who 
resigned a few months ago. 


Miss Alice B. Thatcher, one of the outstanding hospital executives of 
Ohio and for many years superintendent of Christ Hospital, Cincinnati, 
has been selected-superintendent of the Fort Hamilton Hospital. The ap- 
pointment of Miss Thatcher, with her long experience and thorough un- 
derstanding of every detail of hospital management and service, insures 
for Fort Hamilton Hospital a very successful future. 


Rev. G. M. Smith, for many years superintendent of the Methodist 
Hospital, Indianapolis, has been appointed general secretary of the four 
Methodist hospitals in Fort Wayne, Gary, Princeton, and Indianapolis. 


Dr. Peter Johnson, who has been acting superintendent of Cumberland 
Hospital, Brooklyn since July 1, 1929, has been promoted to the position 
of medical superintendent of that institution. 


————+ © ¢———_ 
Who Are the Administrators of Our Hospitals? 


The question has frequently been asked: “Who are the administrators 
of our hospitals?” Are they nurses, physicians, or lay people? A 
“break down” of the directory of hospitals as published in the 1931 edi- 
tion of the American Medical Directory shows that at 6,675 hospitals 
there were 2,473 nurse superintendents, 2,317 medical superintendents, and 
1,785 lay superintendents. The following table shows their distribution 
according to the bed capacity of the hospitals: 


Hospitals Nurse Medical Lay 
(No. of Beds) Superintendents Superintendents Superintendents 

1- 50 1530 1387 979 

50 - 100 564 340 284 
100 - 200 281 237 305 
200 - 300 80 135 128 
300 or over 18 218 89 
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Benoes making certain that high 
Sanitary standards are maintained, 
present conditions demand that hospital 
Managements consider the time and 
material needed to do the, cleaning 
work. 


For hundreds of leading hospitals anx- 
ious to keep operating costs at the low- 
est point consistent with proper main- 
tenance . Oakite has proved itself 
to be the most economical material for 
cleaning floors, walls, paintwork, en- 





amel and porcelain fixtures, kitchen 
utensils, dishes and operating room 
equipment. 

This ONE material does every hospital 
cleaning job with equally satisfactory 
results. So little material is needed for 
any of the work that costs are kept 
amazingly low. 

A note to us will bring our Service Man 
to your institution with suggestions 
which will help reduce your cleaning 
costs. No obligation. 


Consider cleaning costs 


Oakite Service Men, cleaning specialists, are located 
in leading industrial centers of U. 8. and Canada 


Manufactured only by 
OAKITE PRODUCTS, INC., 16F Thames St., NEW YORK, N. Y. 


OAKITE 


RADE MARK REG. U.S. PAT. OFF. 


Industrial Cleaning Materials on Methods 














Petrolagar Reduces Prices to Hospitals 


A material reduction in the price of 
Petrolagar for hospital use represents 
an important saving to the large num- 
ber of hospitals where it is used in 
considerable volume. More and more 
attending physicians are ordering the 
routine use of Petrolagar in all hos- 
pitalized cases for the prevention of 
bowel stasis, as well as in the manage- 
ment of constipation. The present low 
price of the handy hospital dispensing 
unit brings the cost of the emulsified 
mineral oil, with its manifold advan- 
tages, below the cost of plain mineral 
oil. In addition to its widespread use 
per mouth, the enema of Petrolagar 
and water is becoming increasingly 
popular in a great many institutions 


throughout the country. 





The American 
Journal of Nursing 


is to be found in almost every hos- 
pital in the land, sometimes in the 
hands of every student. These are 
our future executives. Begin now 
to make them familiar with your 


name and your product. 


American Journal 
of Nursing 


450 Seventh Ave., New York 


$3.00 a year 
$3.50 Foreign and Canadian 
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OFFICERS OF THE STATE AND ALLIED ASSOCIATIONS 


Alabama Hospital Association 
President—Dr. French H. Craddock, Sylacauga. 
Secretary—Bertha McElderry, Talladega. 
American Association of Hospital Social Workers 
President—Edith M. Baker, Washington University Hospital, St. Louis, 
Secretary—Edith J. McCombe, St. Christopher’s Hosp., Philadelphia. 
American Protestant Hospital Association 
President—Dr. B. A. Wilkes, Hollywood Hospital, Hollywood, Calif. 
Secretary—Dr. Frank C. English, Christ Hospital, Cincinnati. 
Arkansas Hospital Association 
President—Mr. Lee C. Gammill, Baptist State Hospital, Little Rock. 
Secretary—Caroline Snyder, Trinity Hospital, Little Rock. 
Children’s Hospital Association 
President—Dr. Joseph A. Brenneman, Children’s Mem. Hosp., Chicago. 
Secretary—Miss Bena M. Henderson, Children’s Hospital, Milwaukee. 
Colorado Hospital Association 
President—Dr. Maurice H. Rees, University of Colorado, Denver. 
Secretary—Mr. Frank J. Walter, St. Luke’s Hospital, Denver. 
Connecticut Hospital Association 
President—~Dr. B. Henry Mason, Waterbury Hospital, Waterbury. 
Secretary—Miss M. E. Traver, New Britain Hospital, New Britain. 








Florida Hospital Association 


President—Mr. J. H. Holcombe, St. Luke’s Hospital, Jacksonville. 
Secretary—Mr. Fred M. Walker, Duval County Hospital, Jacksonville. 
Georgia Hospital Association 
President—Dr. C. S. Lentz, University Hospital, Augusta. 
Secretary—Mr. J. B. Franklin, Grady Hospital, Atlanta. 
Hospital Association of the State of Illinois 
President—Mr. J. Dewey Lutes, Lake View Hospital, Chicago. 
Secretary—Mr. E. I. Erickson, Augustana Hospital, Chicago. 
Indiana Hospital Association 
President—Dr. Edward T. Thompson, University Hospital, Indianapolis. 
Secretary—Miss Gladys Brandt, Cass County Hospital, Logansport. 
Iowa Hospital Association 
President—Mr. Robert E. Neff, University Hospital, Iowa City. 
Secretary—Mr. Clinton F. Smith, Allen Memorial Hospital, Waterloo. 
Kansas Hospital Association 
President—Dr. T. R. Heath, Bethany Methodist Hospital, Kansas City. 
Secretary—Dr. John T. Axtell, Axtell Christian Hospital, Newton. 
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Royal York Hotel, Toronto 


Headquarters, American Hospital Association 
Convention, September 28-October 2 


The Royal York Hotel is the largest hotel in the Brit- 
ish Empire, having 1200 bedrooms, all equipped with 
tub and shower baths and radio. Every room is an 
outside room and equal to anything on the Continent 
in appointments and convenience. 


The hotel is located immediately opposite the Union 
Station and is connected with it by subway. 


The hotel maintains four dining rooms where reason- 
ably priced meals may be had. 


The Royal York Golf Course is one of the nicest on 
the Continent. 
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Kentucky Hospital Association 
President—Miss Agnes O’Roke, Kosair Crippled Children’s Hos- 
pital, Louisville. 
Secretary—Miss Madge Hamnette, Children’s Free Hospital, Louisville. 
Louisiana Hospital Association 
President—Dr. Arthur Vidrine, Charity Hospital, New Orleans. 
Secretary—Harriet L. Mather, Southern Baptist Hospital, New Orleans. 
Maine Hospital Association 
President—Dr. W..P. Morrill, Maine General Hospital, Portland. 
Secretary—Dr. T. A. Devan, Eastern Maine General Hospital, Bangor. 
Michigan Hospital Association 
President—Mr. L. J. McKenney, Highland Park. 
Secretary—Mr. Robert G. Greve, University Hospital, Ann Arbor. 
Midwest Hospital Association 
President—Miss Muriel Anscombe, Jewish Hospital, St. Louis. 
Secretary—Mr. Walter J. Grolton, Missouri Pacific Hospital, St. Louis. 
Minnesota Hospital Association 
. President—Dr. Frank G. Carter, Ancker Hospital, St. Paul. 
Secretary—Mr. James McNee, St. Luke’s Hospital, Duluth. 
Mississippi Hospital Association 
President—Dr. Leon S. Lippincott, Vicksburg. 
Secretary—Dr. C. M. Speck, New Albany. 
Missouri Hospital Association 
President—Mr. J. F. King, Freeman Hospital, Joplin. 
Secretary—Mr. Walter J. Grolton, Missouri Pacific Hospital, St. Louis. 
Nebraska Hospital Association 
President—Mr. F. J. Bean, University Hospital, Omaha. 
Secretary—Miss J. L. MacDonald, Clarkson Hospital, Omaha. 
New England Hospital Association 
President—Mr. James A. Hamilton, Mary Hitchcock Memorial 
Hospital, Hanover, N. H. 
Secretary—-Dr. W. Franklin Wood, Massachusetts General Hospital, 
Boston. 
New Jersey Hospital Association 
President—Dr. Geo. O’Hanlon, Medical Center, Jersey City. 
Secretary—Miss Marie Louis, Muhlenberg Hospital, Plainfield. 
Hospital Association of the State of New York 
President—Mr. Carl P. Wright, Syracuse General Hospital, Syracuse. 
Secretary—Mr. Julian Funt, Beth Israel Hospital, New York City. 
North Carolina Hospital Association 
President—Dr. Harold Glascock, Mary Elizabeth Hosp., Raleigh. 
Secretary—Mr. Edwin Farmer, Memorial Hospital, Wilson. 
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BROWNE WINDOWS 


DEMONSTRATE SUPERIOR QUALITIES 


Perfect Ventilation; Maximum Light and Vision; Ab- 
solute Weather Protection; Noiseproof when closed; 
Safety and Economy in Cleaning exterior of glass from 
the inside; Simple, Easy ‘Operation; Continuous and 
Lasting Service; No Depreciation; Fuel Saving and 
Minimum Maintenance Costs. 


SPECIAL TYPE ELIMINATES WINDOW GUAKDs 


Listed in Modern Hospital Year Book, and illustrateu 
in Sweet’s Architectural Catalogue. Samples displayea 
with Architects’ Samples Corp., New York; Archi- 
tects’ Samples Corp., Bo ton; Architects’ Exhibit, 
Inc., and Building Arts Exhibit, Cleveland; Archi- 
tects’ & Builders’ Exhibits, Inc., Buffalo; Metropolitan 
Builders’ Exhibit, Seattle; Architects’ Exhibit, Inc., 
Detroit; Architects Building Material Exhibit, Los 
Angeles; and Building Material Exhibit, San Fran- 


cisco. 


BROWNE WINDOWS> 


RICHEY, BROWNE & DONALD, Inc. 
52-15 FLUSHING AVE., MASPETH, NEW YORK CITY 














Patients Appreciate Quiet 


And the Noiseless Aluminum 

Chart Holders in the Fosco 

Line of Visible Clinical 

Record Chart Desks give it 
to them. 


The Ifolders, being the operative, 
therefore the vital part of this 
equipment must be quiet. 

The ‘Fosco” Holders are made 
to operate in opening and closing 
without noise and they are further 
equipped with rubber ends to make 
the operation of placing them in 
the racks also noiseless. 

Hospital superintendents are 
quick to note the advantage of 
using the Fosco Chart Holders. 


Ask us to send full information 


F. O. SCHOEDINGER 


Manufacturer of a complete line 
of Aseptic Metal Hospital and 
Surgical Furniture 





C-A 6-8 Visible Clinical Record Chart 
Desk holding 24 noisless alumi- 322-358 Mt. Vernon Ave. 
num chart holders Columbus, Qhio 
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Northwest Hospital Association 
President—Miss Carolyn E. Davis, Good Samaritan Hosp., Portland. 


Secretary—Mrs. Cecile Tracy Spry, Everett Gen. Hosp., Everett, Wash. 


Ohio Hospital Association 
President—Dr. C. S. Woods, St. Luke’s Hospital, Cleveland. 


Secretary—Mr. J. R. Mannix, Western Reserve University, Cleveland. 


Oklahoma Hospital Association 
President—Dr. Frank H. MacGregor, Mangum. 
Secretary—Dr. A. J. Weedn, Duncan. 

Ontario Hospital Association 
President—Dr. John Ferguson, Toronto. 


Secretary—Dr. F. W. Routley, 314 Medical Arts Building, Toronto 5. 


Hospital Association of Pennsylvania 
President—Mr. M. H. Eichenlaub, Western Pennsylvania Hospital 
Pittsburgh. 
Secretary—Mr. Howard E. Bishop, Robert Packer Hospital, Sayre. 


South Carolina Hospital Association 


President—Mr. F. O. Bates, Roper Hospital, Charleston. 
Secretary—Mr. H. H. McGill, Columbia Hospital, Columbia. 
South Dakota Hospital Association 
President—Dr. J. S. Harkness, Methodist State Hospital, Mitchell. 
Secretary—Mr. C. W. Carlson, Moe Hospital, Sioux Falls. 
Tennessee Hospital Association 
President—Dr. Eugene B. Elder, Knoxville General Hosp., Knoxville. 
Secretary—Mr. C. P. Connell, Vanderbilt Hospital, Nashville. 
Texas Hospital Association 
President—Mr. Robert Jolly, Baptist Hospital, Houston. 
Secretary—Mr. Joe F. Miller, Jefferson Davis Hospital, Houston. 
Virginia Hospital Association 
President—Dr. Knowlton Redfield, Jefferson Hospital, Roanoke. 
Secretary—Mr. H. H. Coleman, Jr., Johnson Willis Hospital, Richmond. 
Western Hospital Association 
President—Dr. B. W. Black, Alameda County Hospital, Oakland. 
Secretary—Mrs. Lola M. Armstrong, Western Hospital Review, Los 
Angeles. 
West Virginia Hospital Association 
President—Dr. B. I. Golden, Davis Memorial Hospital, Elkins. 
Secretary—Mr. Joe W. Savage, Charleston. 
Wisconsin Hospital Association 
President—Dr. R. C. Buerki, Wisconsin General Hospital, Madison. 
Secretary—Mr. J. G. Crownhart, State Medical Society of Wisconsin, 
Madison. 
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The New Chicago 
Lying-In Hospital 


In accordance with the old sage’s 
saying: “Tell me who uses your 
product and I'll tell you its 
worth,” we are happy to an- 
nounce that The New Chicago 
Lying-in Hospital selected the: 


“SPRING AIR 








Installed in more than one thousand 


MATTRESS free Hotels and Hospitals. 


Product of forty years of perfecting re- 


yy am \ . 
i \/ ‘eae & search. Absolutely noiseless. 


; Permanently locked construction. 
Endorsed by more genuine authori- 
ties than all other spring mattress Double tempered resilience. 


constructions combined. ‘ ne 
Unconditionally guaranteed for twenty 


Perfectly conformable to the body. years. 


Master Bedding Makers of America 
FACTORIES IN FORT ¥ PRIN CEP AL CcCitireEes 
The secretary at Holland, Michigan, will direct inquiries to the nearest source of supply 
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GENERAL OFFICERS—1931 
~— --# @@ 


PRESIDENT 


Lewis A. Sexton, M.D., superintendent, Hartford Hospital, Hartford, Conn. 


PRESIDENT-ELECT 


Paut H. FEster, superintendent, University of Minnesota Hospitals, Minne- 
apolis, Minn. 


First VICE-PRESIDENT 


G. W. OLson, superintendent, California Lutheran Hospital, Los Angeles, 
Calif. 


SECOND VICE-PRESIDENT 


MurieL McKEE, superintendent, Brantford Hospital, Brantford, Ontario. 


THIRD VICE-PRESIDENT 


Luctus R. Wi son, M.D., superintendent, John Sealy Hospital, Galves- 
ton, Tex. 


TREASURER 


Asa S. Bacon, superintendent, Presbyterian Hospital, Chicago, III. 


BoarpD OF TRUSTEES 


Lewis A. Sexton, M.D., ex-officio, superintendent, Hartford Hospital, 
Hartford, Conn. 

Pau H. FEster, ex-officio, superintendent, University of Minnesota Hos- 
pitals, Minneapolis, Minn. 

Asa S. Bacon, ex-officio, superintendent, Presbyterian Hospital, Chicago, 


Wa ter H. Contey, M.D., Paris, France. Term expires 1931. 

NATHANIEL W. Faxon, M.D., director, Strong Memorial Hospital, Roch- 
ester, N.Y. Term expires 1933. 

E. S. GILMore, superintendent, Wesley Memorial Hospital, Chicago, III. 
Term expires 1931. 

Rev. Maurice F, Grirrin, St. Philomena’s Church, Cleveland, Ohio. Term 
expires 1933. 

GrorcE F, STEPHENS, M.D., general superintendent, Winnipeg General Hos- 
pital, Winnipeg, Manitoba. Term expires 1932. 

Carotyn E. Davis, superintendent, Good Samaritan Hospital, Portland, 
Ore. Term expires 1932. 


EXECUTIVE SECRETARY 


Bert W. Catpwe tt, M.D., office of Association, 18 East Division Street, 
Chicago, III. 
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WILTEX 


A Latex Product 


The 


New Surgeon 
Glove 


Developed in the laboratory of 
The Wilson Rubber Company 
under U. S. Patent No. 1719633. 


Watch for Later Announcements 


The Wilson Rubber Company 


CANTON, OHIO 
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American Hospital Association 
Publications 


HE following special bulletins are in stock at headquarters and 
may be obtained for the nominal price indicated. Those bulletins 
marked n/c will be sent free to hospitals upon request. 


BULLETIN 
NUMBER 


a4 
47 
48 A 
49 


49A 


50A 


CONTENTS PRICE 
Peele teh POItEr: MCOMIAMIOR) 6.5.05 oso 60.640 os a wddsicnn totes caus n/c 
Renort of Committee On TIGOTS so 2. occ. cede ce cedssesives ce 50 
Report of Committee on Buildings: Construction, Equipment, 
MAL? PACCHEMCO GORI ON, citi, 0.6. cho 5.6. 000s sone sco wae neneaeee 35c 
Report of Committee on Laundry Equipment and Supplies 
CE og ckwars sce ae lay wis ov todas Sa ine ies paew seh ee < 25c 
Report of Committee on Laundry Equipment and Supplies 
Ree a ses corte 5 ats ous Bre ai cuois Ata etal inter ae Glo ky! 3X Sine 25c 
Report of Committee on Hospital Forms Pertaining to Annual 
PR ODORGS AMOR ia sin isiacewiare Bea Nes DAS oULe elk hs wiehewta alee hrarbaieitee 25c 
Report of Committee on Hospital Forms (1923).............. 15c 
Report of Special Committee on Gauze Renovation (1922)..... 25c 
Report of Committee on Gauze Renovation (1923)............ 25c 
Handling of Narcotics in Hospitals not Maintaining Licensed 


BORG 3s oi So vale S ea es ie eee tale ee a wdelt sik. Mawes ss n/c 
Report of Committee on Training for Hospital Social Work... 50c 
Report of Committee on Foods and Equipment for Food Service 


OER in Fr ieeaewentse anu deme l coh eae whew sees ree tee t eRe 25c 
Special Report of Sub-committee on X-ray Departments and 
2a READS IU SIAC he ie Ua Rete ocean Se pe net eee 25c 
PAE DIURE HER GUIES FRIUEES = «655 sinis. bis oo vic.0 6.0 be bine cok bees coer n/c 
Report of Special Committee on Cleaning..................... 50c 
Report of Committee on Buildings: Construction, Equipment, and 
PRIOUANCE CAGE) 8 Doe sie ec oes a deeie see ROeue Bot melionees 35c 
Report of Committee on Foods and Equipment for Food Service 
CAD eee tr seoreach Wane Ceeenee Noe ease ecKe ec ees 25c 
Report of Committee on Accounting and Records.............. 50c 
Report of Committee on Buildings: Construction, Equipment, 
ROME INURE EON os is i ice cio x icle wee diese Sate wears 50c 
Report of Committee on County Hospitals..................- 50c 
Report of Committee on Out-Patient Work (1927)............ 50c 
Reporion) of Committee on Training of Hospital Executives . 
Deis Stn wre Samce a eieteNeg pincisn colby Matte an eb eho oh ee Oc 
Report of Committee on Out-Patient Work (1928)............. 50c 
Report of Committee on Buildings: Construction, Equipment, 
AURA RC TAPPRRENNYEDES RM a 5 as 5 ad wk oo os ea ipiinga ecw 618% 50c 
Report of Committee on Hospital Organization and Management 
END eaters aires ite Basten dS wea aes eal ere AY A owe 50c 
Report of Committee on Postmortem Examinations (1930)..... 50c 
Report of Library Committee (1990) .........ccciccccccceceus n/c 
Report of Out-Patient Committee (1930) ..................000- 50c 
Report of Committee on Hospital Planning and Equipment 
MBIOO) Scena castes Gere Cie Udetee ilat deme wap ee uee eis 50c 








Se 


Thes 
The 


tion 


If ye 
to dc 


The 


IT en 








HAVE YOU READ THESE ARTICLES? 


For Nursing School Executives: 





Surisprugence for Ntirses. ....00cc scc<k os s¥s Carl Scheffel, Ph.B., M.D., LL.B. 
Introduction of the New Nurse to Service............ Nan Ewing, A.B., R.N. 
Training the Student to Keep, Worth-while Records...... Gladys Bayne, R.N. 


St. John’s Revamps Its School of Nursing on a College Basis 
Cures for Unemployment in the Nursing Profession (A Symposium) 


Studies in Medical Terminology.................00- Minnie Genevieve Morse 
The Grading Committee’s New Report Presents Startling Facts 

Correct Illumination in the School-room.................. Thomas A. Pilkey 
Teaching Pharmacology to NUESess .). ices esc cde e nevis sees Harry Gold, M.D. 
The Future af Nurse Scnools.. - 5. sovs. tv ew'ss ey ees oe Oliver J. Pecord, B.Sc. 


Preliminary Survey of Postgraduate Courses 


For Hospital Executives: 


Relating Hospital Service to Community Needs......... Anna C. Phillips et al. 
Increasing Cost of Hospital and Medical Care........ Willard C. Stoner, M.D. 
What Needs to be Done by the Dietitian............ Mary De G. Bryan, A.M. 
Nattral Gas-ith PIOSHeMs: 554). cra hae awe vole kala ale Wea de's sae nes C. W. Geiger 
Might not Mental Patients be Treated in General Hospitals..N. Snyder, R.N. 
The Heart Clinic of the Boston Children’s Hospital......Madge Barnes, B.A. 
For Head Nurses and Instructors: 
Mental Hygiene—Its Methods and Results........ James H. Huddleson, M.D. 
MIR CORIS. pine So sc aig st 'n.s be ae Eo Ue eae eae Robert H. Riley, M.D. 
Phe Physiology Of Jaundice si oii ss5 éceckweei vee teees Frederic T. Jung, Ph.D. 
Glimpses of Pediatric Nursing Abroad............. Virginia Kirk, M.S., R.N. 
Present-day Reconstructive Surgery............. Howard L. Updegraff, M.D. 
Underwear for Infants and Children............... Gladys Sellew, M.A., R.N. 
RFU CE OP AMIENEES 6 55 0 dlc dore & oitrete dois he 0:4 oe welar le edhe Mary A. Clarke, R.N. 
The Nursing Care of Dental Patients.................. Don C. Lyons, D.D.S. 
Tuberculous: Knee and Its Cate. ...%.0 oct cceccese Ella M. Rafuse, M.A., R.N. 
‘Vie COMNOM CORI. «05.05 ca nc 8 ve oe ocean tion enabled Gerald S. Shibley, M.D. 
For the Dietitian: 
Vitamin B, C and G Content in Banana Powder............. Miller & Munsell 
Considerations in Planning: Diets.................. Stern, Hacker & Pfaffman 
Present-day Treatment of Diabetes.................... Harriet Morgan, M.S. 
Self-selection of Diets by Infants... ........00cccecsess Clara M. Davis, M.D. 





These and many other articles have appeared during the last four months in 
The Trained Nurse and Hospital Review. Our ever-increasing hospital circula- 
tion proves that the magazine is essential reading matter. 


If your hospital is not benefiting by our broad editorial policy you can begin 
to do so by using the coupon below. 


The Trained Nurse and Hospital Review 
468 Fourth Avenue, New York City 


I enclose $3.50 to cover subscription for one year. 





























Rules of Eligibility 


for Membership 


in the 


American Hospital 
Association 


Q00000 


Any corporation or association organized for the pro- 
motion of public health or for the care or 
treatment of the sick or injured is eligible 
for Institutional Membership. 


” ooo0000 


Persons actively engaged in hospital or public health 
work are eligible for Personal Membership. 


oo0000 


MEMBERSHIP FEES 


Institutional 


Active—Initiation fee for hospitals of less than 100 beds—$10.00; 
100-250—$20.00; over 250—$30.00. 
Membership Dues for hospitals of less than 100 beds—$10.00; 
100-250—$25.00; over 250—$50.00. 


Associate—Membership Dues—$10.00 for all organizations admitted. — 


Subscribing—Membership Dues—$10.00 for all organizations not on 
this continent. 


Personal 


Active—Membership Dues—$5.00. 
Associate—Membership Dues—$3.00. 


AMERICAN HOSPITAL ASSOCIATION 
Eighteen East Division Street, Chicago 











[ 170 ] 




















inet 














“OntotorontC” 


King Edward Hotel 


Toronto, Canada 


HEADQUARTERS 
American Protestant Hospital Association 
and the 
Hospital Exhibitors’ Association 


Centrally located in the Business District 
yet quiet and comfortable 


Modernly Constructed—Well Established 


and most homelike hotel in 


TORONTO 


FAMOUS FOR FOOD 


VICTORIA DINING ROOM THE PICKWICK ROOM 


A la Carte Service A la Carte Service 00 
. = Special Plate Luncheon, $1. 
Speciel Club Bredifnnt, 750 Special Table d’hote Dinner 
Sunday Evening Dinner, $2.00 (except Sunday), $1.50 
THE CAFETERIA 
¢ Scientifically Equipped—Highest Quality of Food at Moderate Prices. 
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7 The American 
Hospital Association 


... What it stands for 


—_eoo— 


ganization of which 1,460 hospitals in the United States and 

Canada are active institutional members, and 2,600 hospital 
trustees, administrators, and heads of departments are active per- 
sonal members, serves the entire hospital field. 


7... AMERICAN HOSPITAL ASSOCIATION, an or- 


The AMERICAN HOSPITAL ASSOCIATION maintains a 
consultation and information service which is at the disposal of 
all hospitals whether members of the Association or not. This 
service undertakes to furnish the latest information relative to 
administrative methods, hospital procedures, construction, and 
equipment—in general, all information pertaining to the successful 
operation of a hospital. 


The AMERICAN HOSPITAL ASSOCIATION works in close 
co-operation with all organizations looking to the betterment of 
hospital service to the patient and to all things that are of benefit 
to our institutions. 


The AMERICAN HOSPITAL ASSOCIATION reviews all 
proposed legislation affecting hospitals and, through its legislative 
committee, inaugurates action to support all legislation that is 
worth while and of benefit to the hospital field, and to prevent 
the enactment of legislation prejudicial to the interests of our in- 
stitutions. 


—_#oo— 


Is your institution a member of the American Hospital 
Association? 
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THE THIRTY-THIRD ANNUAL 
CONVENTION 


American Hospital Association 
September 28 - October 2 | 


Hospital people from all over the continent will be 
particularly interested in the program of the Toronto 
convention. Hospital trustees, school of nursing ad- 
ministrators, architects, consultants, business managers, 
and members of hospital staffs will participate in the 
discussions. Among the subjects that will be particularly 


emphasized are: 


Hospital Economics 
Hospital Accounting 
Noise Control in Hospitals 
Annuity Plans for Hospital Workers 
Retirement and Life Insurance 
Group Hospitalization 
Co-operative Planning in Nursing Education and 
Nursing Service 
Management of the General Supply Room 
Air Conditioning in Hospitals 
Refrigeration in the Hospital 


Hospital Operation for People of Moderate Means 
The Hospital and Its Relation to Community Health 
The Hospital’s Responsibility in the Control of Venereal Disease 
Educational and Vocational Programs for Convalescent 
Patients 
Sanatorium Economics and Diagnostic Service 
Surgery in the Treatment of Tuberculous Patients 
Health Insurance Trends 
State Medicine in Our Hospitals 
Hospital Food Service and Supplies 
Volunteer Service in the Hospitals 
Hospital Auxiliaries 
Mothercraft Work and the Hospitals 


In addition to these, many subjects will be presented and discussed in 
the sectional meetings. 

The round tables of Mr. Asa S. Bacon and Dr. Malcolm T. Mac- 
Eachern will be of particular value to all hospital people. 

The educational exhibit will be complete and the best that has ever 
been arranged. 

The commercial exhibit, which will be one of the largest we have 
ever staged, will afford unparalleled opportunities for the inspection, 
comparison, and purchase of hospital equipment and supplies. 
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